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THE ROLE OF INSTINCT, EMOTION 
AND PERSONALITY IN DISOR- 
DERS OF .THE HEART 


WITH SUGGESTIONS FOR A CLINICAL RECORD” 


C. MACFIE CAMPBELL, M.D. 
BALTIMORE 


In interna! medicine, intensive study is devoted to 
the individual organ or system; it is frequently neces- 
sary to pay attention to the way in which the organs 
are linked together by the central nervous system or by 
the glands regulating the biochemistry of the body, 
but no higher integration is attempted. The actual 
individual is seldom reconstructed for the purposes of 
the internist ; personality is a category that he does not 
use. So far as the study of personal factors is omitted, 
the study of the functions of the individual organs is 
incomplete. Not only does each organ have its definite 
routine task in relation to the domestic economy ; it is 
also liable at any time to be commandeered for foreign 
service, when the individual has to react to an external 
situation of biologic importance. The individual reacts 
to such a situation in virtue of his innate instinctive 
equipment, and each instinctive reaction makes its spe- 
cial demand on the various organs. What from the 
outside is an instinctive reaction may on the inside 
apppear as an emotional experience; the instinctive 
flight or hiding from danger is at the same time regis- 
tered as the emotion of fear. One instinct may 
conflict with another instinct ; one instinctive reaction 
may be inhibited by another, or by factors more com- 
plex than instinct, for not all behavior is instinctive. 
Tradition or training may check the instinctive ten- 
dency to flight. 

That part of the instinctive reaction which is 
inhibited or modified by other processes associated 
with memories, purpose, ideals, etc., may not manifest 
itself, but these movements are only the more obvious 
expression of the instinctive reaction; simultaneously 
with the movements of flight, actual or inhibited, the 
whole system is mobilized in the interests of the 
safety of the individual. Cannon has published inter- 
esting detailed studies on the physiology of this 
mobilization. We may check our tendency to flee, but 
against our wishes our heart beats wildly, our respira- 





*Owing to lack of space, this article is abbreviated in Tue Journat 
by omission of a tabulation of neuropsychiatric data. The complete 
article appears in the reprints, a copy of which may be obtain on 
application to the author. 

* This communication is based on a group of cases studied in the 
cardiovascular service of the U. S. Army General Hospital No. 9, 
Lakewood; more than thirty patients were referred for study by Major 
Peabody, who chose them out of a service of about ninety patients. 
The paper is published in the hope of suggesting a certain line of inves- 
tigation, and not with the view of presenting conclusions. 


tion is modified, our tongue cleaves to the roof of our 
mouth, our knees knock together and barely support 
us, and we break out into a cold sweat. 

The action of the heart in such a critical situation 
cannot be understood under the simple categories of 
internal medicine ; the internist is thus confronted with 
the problems of the instincts and the emotions. This 
is no unique situation in internal medicine; chorea, 
exophthalmic goiter and diabetes have already brought 
up the same situation. 

The psychopathologist comes to the same problem 
from the other side; dealing with disorders, which 
consist in a maladaptation of the patient to his life 
situation, he finds that in many cases heart symptoms 
are prominent. He meets these symptoms in states 
of morbid anxiety, and in various forms of psycho- 
neurotic invalidism. In the anxiety neurosis the whole 
symptomatology may be dominated by cardiac symp- 
toms; pseudo-anginous attacks are familiar. There 
is good reason to look for an explanation of these 
attacks in conflicting trends of high emotional value 
or in the actual sex life of the patient. 

Even though these complex factors may be the 
basis of the tension in the patient’s life, and of the 
resultant neurosis, there remains the problem why 
in one patient the symptoms are cardiac, in another 
respiratory, for example, asthmatic episodes, and in a 
third, gastro-intestinal. The psychopathologist, ana- 
lyzing the complex interplay of forces which make up 
the patient’s adjustment to his environment, that is, 
his behavior, asks the internist what are the physiologic 
conditions that make an emotional strain hit one man’s 
heart and another man’s stomach. Has the former 
patient a special type of inferiority of the cardio- 
vascular system, quite independent of instinctive or 
emotional demands, or are the cardiac symptoms 
altogether dependent on an unsatisfactory instinctive 
or emotional life, or in most cases are both factors 
involved, on the one hand a cardiovascular system 
constitutionally oversensitive or of low resistance, and 
on the other an instinctive or emotional life that 
involves a good deal of tension? 

In making an intensive study of the heart mechanism 
in these cases, the internist will contribute much to 
our knewledge of the psychoneuroses. The aim of 
this paper is, however, to emphasize the other aspect of 
this collaboration, namely, the plece of the psycho- 
pathologic examination in the total clinical record of 
heart cases. 

IDIOSY NCRASY 

A brief reference has been made above to cardiac 

symptoms in the setting of emotional reactions. 


Idiosyncrasy as to the type, degree and duration of 
emotional reaction is a factor to be kept in mind. 
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The difference in type may be illustrated by the fact 
that one man is struck dumb by a situation that causes 
the knees of his fellow to give way; the difference in 
degree is shown by the fact that the man is struck 
actually dumb by a situation that affects others only 
with a mild inhibition of speech, although in common 
language we use the same descriptive term “struck 
dumb” (compare the word “stupendous”). Most of 
us soon recover normal control of our limbs after a 
terrifying experience, but in some the loss of utiliza- 
tion of the limbs may last for weeks or months. Thus 
functional aphonia and paraplegia are not adequately 
explained by a mere reference to the situation, the 
precipitating and the present fostering situation 
(safety, luxury, laziness, glory), but require some 
study of the personality in which they have developed. 

The same factors have to be considered in dealing 
with symptoms belonging to the sphere of the vegeta- 
tive nervous system. The organ that is specially 
responsive, the degree to which the organ is affected 
and the duration of the disturbance may vary from 
individual to individual. 

The persistence of cardiac symptoms after a terrify- 
ing experience may well be due to a constitutional 
idiosyncrasy or acquired inferiority, owing to which 
the regulating mechanism of the heart takes consid- 
erable time to regain its equilibrium or never does 
regain it. 

ACQUIKED SENSITIVENESS 

The very important general principle must be 
referred to, that every experience tends to modify the 
later reaction of the organism; after an infection the 
patient may be left with increased immunity or in an 
anaphylactic condition, liable to succumb to an appar- 
ently trivial invasion ; the individual may be sensitized 
so that he reacts with special intensity to very small 
doses of a foreign substance. 

The same acquired sensitiveness is seen in relation 
to more complex stimuli; the soldier who has been 
unnerved by his experience of high explosives may 
find later that he reacts with extreme sensitiveness to 
abrupt noises, and in this reaction cardiac symptoms 
may predominate. 


Case 15.—A private, aged 20, enlisted at the beginning of 
the war and went through severe training without symptoms; 
just before going into the trenches he felt unable to hike, 
and on his first experience of shell fire he was quite unnerved. 
At each period of firing his heart would flutter, his knees give 
way, and he had to sit down; he was sent to the rear. At 
various hospitals the diagnosis of serious heart disease was 
made, and he felt that he was doomed. On the voyage home 
two shots were fired; the patient was so sensitized that he 
was unnerved for the day; it started the heart pains, and he 
could not sit down but moved about. At U. S. General Hos- 
pital No. 9, the physical status was: “Heart normal in size, 
left border inside nipple line. Sounds perfectly normal. Soft 
cardiorespiratory murmur in pulmonic area.” It was noticed 
that the patient was dyspnetc’ under the mildest series of drill 
exercises for the cardiac cases. 


The complexity of the problem of many heart cases 
is well illustrated by this history. The first indication 
of trouble was an inability to hike shortly before His 
company was due to enter the trenches; the next fac- 
tor was the terrifying bombardment, to which the 
patient reacted more poorly than his comrades, 
although nothing in his previous history had indicated 
that he was less stable than the average; the next 
factor to consider is that he was stamped with the 
diagnosis of “heart disease,” and carried with him all 


the time the feeling that he might last only six months, 
in fact, might drop dead at any moment. On this 
account he never went out alone, haunted by the fear 
of a catastrophe. 

Other factors may also be of some moment, if not in 
this case, at least in similar cases. The patient had 
deliberately enlisted, he was willing to do his duty, 
and officially wished to return to France; but beneath 
his official attitude was a strong emotional undercur- 
rent of a different nature; he had been glad to get 
back from “that awful country,” old and dilapidated 
and unintelligible, for which he said he “would not 
give 15 cents.” 

This repugnance or repressed fear may in some cases 
not be irrelevant in discussing the persistence of symp- 
toms : 

Present fears 
Are less than horrible imaginings ; 
My thought, whose murder yet is but fantastical, 
Shakes so my single state of man, that function 
Is smothered in surmise. 


As far as the vegetative nervous system is concerned, 
present fears and horrible imaginings and memories 
may have equal value, and it may make no difference 
whether or not our pride bars these fears from con- 
sciousness. 

The patient was easily startled, had been upset by 
target practice on the ship, and reacted vividly if a 
door was banged. Such reactions are intelligible 
because the stimulus reproduces in kind if not in degree 
the original upsetting stimulus. In other cases the 
stimulus produces .a reaction which is not merely 
excessive, but which seems to bear no intrinsic rela- 
tionship to the stimulus; the stimulus may derive its 
value altogether from its previous association with 
important emotional experiences, even though the 
memory of the latter has been more or less repressed 
from consciousness. Anything that tends to reactivate 
the memory of the initial painful experience may have 
a disturbing influence on the vegetative nervous system, 
without consciousness necessarily being aware of it. 

This is in line with what we know of the “condi- 
tioned reflexes” of the Russian school; the natural 
reaction of the dog to food exposed includes salivation, 
an innate and fundamental reflex; by sounding a 
musical note before the exposure of food on a few 
occasions one can develop salivation as a response to 
the musical note, even in the absence of food. 

Just as in this conditioned or acquired reflex the 
mechanism of salivation is touched by a stimulus that 
has no intrinsic relationship to salivation but only a 
relationship based on individual experience, so with 
rexard to the mechanisms that regulate the heart: they 
may be touched by stimuli whose dynamic value rests 
on associations that it may take some skill to trace. 

From the point of view of treatment these consid- 
erations may have some importance, and a review of 
the personal situation with the patient may well sup- 
plement the muscular training he receives. Beneath 
the quite correct surface in the patient just referred 
to, with his willingness to resume combatant duty, was 
a latent repugnance to this return, a feeling of sensi- 
tiveness owing to having broken down and as to the 
opinion of others, a vague tendency to justify himself 
and therefore perhaps to stress unconsciously his 
cardiac discomfort and disability ; at the same time he 
was still weighed down by the sentence passed on him 
in France when he was diagnosed as having heait 
disease. 
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May it not do such a man good to let him realize 
ihat his latent shrinking from battle experience is nat- 
ural and can be frankly admitted, that no one judges 
im on that score, that there is therefore no necessity 
for any special justification, as by invalidism? May 
not this ventilation of obscure depressing thoughts 
contribute something to the reestablishment of the 
-ardiac equilibrium and reinforce the influence of the 
physicians’ confident assertion, based on accurate 
examination, that the heart is essentially sound and 
imply needs to be toned up? 

The study of a selected group of cases from this 
point of view would be a useful contribution. 


\ case similar to the one just discussed was that of a 
private, aged 20, who had gone through hard training in 
France, falling out only a few times. After exposure to high 
explosives he became very nervous, reacted vividly to every 
explosion, felt weak in the knees, and his heart fluttered. 
He was slightly gassed, was diagnosed as having “tonsillitis 
and bronchitis,” and later “heart trouble.” On the voyage 
home he reacted excessively to some target practice. At 
U. S. Army General Hospital No. 9, his case was diagnosed 
a+ “effort syndrome.” 


These two cases bring up the question of the rela- 
tionship of similar heart cases to cases of war neuroses 
(the term “shell shock” should be strictly tabued ; 
scientifically it is of 1f value, and practically it gives 
t~e soldiers a wrong attitude toward exposure to shell 
fire, and its results). Do patients like the two men- 
tioned above have a latent cardiac inferiority, not 
elicited by the tests of peace nor by the ordinary 
mechanical demands on the heart; but elicited by the 
severe emotional demands of the field, while in the 
war neuroses the patients have other types of sensi- 
tiveness, their weak spot lying in the motor system or 
elsewhere? With this conception, two factors have 
to be studied in each case: 1. What is the intimate 
mechanism of the cardiac inferiority? 2. What are 


the more complex factors, emetional and situational, . 


that precipitate and foster the symptoms ? 

Cases of the foregoing type might for the con- 
venience of further study be grouped from the special 
standpoint of this article under some tentative head 
such as cardiac sensitiveness or inferiority of instinc- 
tive or emotional response, unless it is clear that the 
syndrome is intelligible on the simple level of physiol- 
ogy, and does not require the introduction of the more 
complex biologic factors, instinct and emotion. From 
the point of view of prophylaxis or the elimination of 
unsuitable recruits, it is important to note that in the 
foregoing cases nothing in the history previous to the 
actual breakdown would have made the examining 
physician suspect a latent inferiority. 

Among the patients examined, a considerable group 
presented in addition to their cardiac inferiority a 
variety of anomalies, constitutional or acquired, suff- 
cient to deserve careful study and an accurate formu- 
lation. For convenience of reference these cases are 
here roughly grouped as cases of constitutional 
inferiority. 

DisorpereD Heart FUNCTION IN THE SETTING 

OF CONSTITUTIONAL INFERIORITY 


The term “constitutional inferiority” is vague and 
without definite connotation; for that very reason it 
may be used to denote a very heterogeneous group of 
persons who have perhaps only the one factor in com- 
mon that biologically they do not have from the start 





the necessary stuff for a satisfactory response to the 
demands of the environment. 

It is true that many diseases, based on a specitic 
inferiority of one organ or s prevent the indi- 
vidual’s attaining average cy; but for these 
diseases the general term “constitutional inferiority” 
is quite madequate. They are sufficiently specific to 
be discussed im relation to the special systems, hemo- 
poietic, gastro-imtestinal, etc. The term “constitu- 
tional inferiority” may then be reserved for the condi- 
tions in which the i of the individual is based 
on less well defined disorders. At the same time, in 
each case it is the task of the physician to define as 
clearly as possible the special nature of the inferiority, 
and to try to establish the fundamental factors 
involved. 

In patients with disordered cardiac function, who 
show a more diffuse constitutional inferiority, the 
problem will arise as to the relationship of the cardiac 
symptoms to the other manifestations of the inferior- 
ity. Are the cardiac symptoms merely manifestations 
parallel to those of the other systems, are they more 
fundamental, showing a specific and disproportionate 
involvement of the cardiovascular system, or are they 
perhaps to a certain extent secondary to other factors, 
such as those involved in the complex organization of 
the instinctive and the emotional life? 

Thus a lack of virility and efficiency might well be 
secondary to an inferior cardiovascular apparatus ; but 
on the other hand much cardiac discomfort and irreg- 
ularity might be explained by the undue demands made 
on the heart by a very unstable or oversensitive emo- 
tional life, or by a sexual life which, owing to the 
constitutional inferiority of the patient, was not 
subjected to normal control. 


TYPES OF CONSTITUTIONAL INFERIORITY 


The variety of the problems presented by these cases 
may be illustrated by the material found in the thirty- 
three patients examined. Seven of these patients 
(including one from another service) may con- 
veniently be discussed from this point of view. 
A brief survey of these patients shows that their 
constitutional inferiority may be referred to three 
types: 

1. An inferiority manifested in prolonged physical 
invalidism, with little or no definite intelligence defect. 

2. An inferiority in which defective intelligence is 
a prominent factor. 

3. An inferiority in which the instinctive and emo- 
tional life is of poor quality, while the intelligence is 
fair. 

It may well be that in these subgroups the role 
played by the cardiovascular system 1s by no means 
identical, and it will be of interest to make more 
precise the exact contribution made by the cardio- 
vascular system to the clinical picture. The physical 
invalidism of the first group may by careful laboratory 
and bedside studies be withdrawn from the vague 
group of constitutional inferiority and be formulated 
in more precise and specific t# ms. In many of these 
cases the sequence and mutual connection of the data 
are not easy to trace, and problems arise such as the 
réle of infections, of hyperthyroidism, of exogenous 
poisons, such as nicotin, etc. 

In addition to the purely clinical aspect of these 
cases, one has to consider the military and reconstruc- 
tive aspect. With regard to the possible eventual 
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fitness of the patient for foreign or domestic service, 
and in the problem of reconstruction, the physician 
has to consider more than the cardiovascular aspect 
of the case, and in estimating the optimal output of 
energy that may be expected from the patient, a 
psychologic analysis is a necessary datum. It is also 
worth noting that much of the material that is unsuited 
for military service might possibly be eliminated by the 
examining boards, if their attention were specially 
called to the group and if they were allowed to dis- 
qualify a registrant owing to the cumulative effect 
of a variety of symptoms, no one of which by itself 
disqualifies the registrant. 

A brief summary of these seven cases may be given. 

Physical Invalidism.—Three cases are representative 
of this type: 

Case 16.—A. B., aged 25, “unhealthy for five years,” had 
been accustomed to guard his health, and eschewed wine, 
woman and tobacco, Five years previously he had felt too 
weak to walk; he fainted on inoculation and on venipuncture; 
he was unable to stand up under drill. His case had been 
diagnosed as “tachycardia, simple chronic myocarditis.” He 
actually presented the effort syndrome. The patient never had 
been aggressive, but had drifted along in civil life in a passive, 
invalid way; he had never had any surplus energy and was 
frequently unable to go to work. In addition to the general 
weakness and cardiac symptoms, he had gastro-intestinal 
symptoms. 


In this case the respective rdle of physiologic 
inferiority, of habit and of personality have to be 
weighed. The history of the patient would indicate 
his complete unsuitability for the Army, and the prob- 
lem of treatment involves attention both to his physique 
and to his morale; the degree of improvement is no 
doubt strictly limited by the meager nature of his 
constitutional assets. 

The exact nature of the inferiority of the cardio- 
vascular apparatus in the setting of such a case is a 
problem of interest. In the following case the per- 
sonality was somewhat more aggressive than in the 
previous case: 

Case 1.—Private C. D., aged 23, had had night terrors and 
enuresis in childhood; there had been an early diagnosis of 
heart disease, because he turned blue easily; the mother was 
oversolicitous. For many years he had thoracic pain and 
discomfort, and was on this account irregular at work. He 
was unable to stand the usual training. In France, his case 
was diagnosed as “myocarditis, postrheumatic” ; in U. S. Army 
Hospital No. 9, “heart normal: neurocirculatory asthenia. 
Marked vertebral deformity, faulty posture, general asthenia.” 


In this case the vertebral deformity and resulting 
posture furnish a more definite basis for the invalidism 
than was present in the preceding case; while the 
patient had shown more virility, and had enlisted. He 
had been rather discouraged by his physical deformity. 

For the management of this case a due appreciation 
of the rdle played by the physical inferiority and by 
the personal reaction of the patient to his inferiority 
is important; one must both realize that the patient 
has his own special limitations, and encourage him 
to work up to the level of these limitations. 

The same situation is illustrated by the following: 


Case 10.—Private E. F., aged 23, had made poor progress at 
school. He was in the third grade at 16, and had nocturnal 
enuresis until 18. There was a history of occasional fainting 
attacks between 10 and 12. From 18 to 23 he spent the sum- 
mers as deckhand on lake steamers, and spent the winters in 
a semi-invalid way on the farm. He had chronic trouble with 
his back and recurrent gastric symptoms. He felt weak about 
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the knees. On entering the Army he was unable to support 
the drill; later he developed pneumonia; on his recovery a 
partial thyroidectomy was done. 


In this case cardiac symptoms were not in the fore- 
ground, and the patient presented a diffuse inferiority 
both physical and mental ; the inferiority can no doubt 
be formulated in much more specific terms. 

A patient from another service presented an invalid- 
ism in which gastro-intestinal symptoms were more 
prominent : 


Private C. H., aged 27 (the case is not included among those 
briefly summarized in the tabulation), had been brought up 
in Russia as a delicate child, and was illiterate. He had 
nocturnal enuresis till 12; eschewed wine, tobacco and woman 
(save for one attempt) ; came to the United States at 19, and 
managed to support himself by peddling. There was a vague 
history of stomach trouble for five years. The patient lived 
on a liquid diet. There were unconvincing complaints about 
his eyes, which were not improved with glasses. He had no 
recreations and no initiative. Under drill he immediately 
collapsed; his Army experience was purely a hospital one. 
His official assertion of cooperation was, “I like the army; | 
want to fight for my country” (sic), but he intends to leave 
it as soon as peace is declared. 


Intelligence Defect-——Even in the first group, ref- 
erence was made to the mental level of some of the 
patients; for example, Private-E. F. (Case 10), in 
the third grade at 16 (but in a backward farming com- 
munity), was of somewhat inferior intelligence; but 
the physical invalidism of these patients was the prom- 
inent element in the clinical picture. In the following 
two cases there was no diffuse physical invalidism, 
but the constitutional inferiority showed itself in the 
intelligence and general level of adaptation (e. g., 
economic) of the patient: 


Case 3.—Private I. J., aged 22, as a child had night terrors; 
chorea from 10 to 12; a poor school record, at 16 being 
in the fourth grade. He had always had a restless disposition 
(choreiform reaction?) and auto-erotism with slight hypo- 
chondriacal worry. He was very lazy and had no special plans 
in life. He was extremely ignorant of general topics, and 
showed little interest in the newspapers. He had mitral 
stenosis and insufficiency. 


In this case we have to deal with an organic heart 
disorder in a man of poor constitution; the general 
constitutional inferiority has no special relationship 
to the valvular disease, although in making plans for 
his later employment, both factors must be considered. 
This case, as a control, may warn us in cases of dis- 
ordered action of the heart against linking up the 
cardiac symptoms too closely with the other constitu- 
tional or acquired anomalies, without very close 
scrutiny. Both organic and functional disorders may 
develop in individuals of poor constitution, but these 
disorders may have a very specific mechanism to which 
the other constitutional traits are more or less irrel- 
evant. . 

Case 2.—Private K. L., aged 28, presented a family history 
in which the maternal grandfather was insane, the maternal 
grandmother had a terminal psychosis, and the mother was 
hysterical. Since boyhood he had had respiratory trouble 
(asthma?); he had: occasional night terrors and somnam- 
bulism as a child, and nocturnal enuresis even up to the pres- 
ent. At school he was in the eighth grade at 18; he was 
inefficient, and worked three years for an undertaker for $9 or 
$10. On entering the Army he was unable to stand the train- 
ing. The diagnosis was neurocirculatory asthenia, 


Inferiority of the Instinctive and Emotional Life.— 
The following case illustrates a type of inferiority 








VoLtume 71 
Numser 20 


which is less likely to be recognized by the examining 
boards and in which disciplinary measures may be 
taken in ignorance of the lack of full responsibility of 
the man punished. The ability to talk plausibly covers 
the inferiority of the machinery that gives a man his 
energy and his quality (“guts,” a popular term indi- 
cating an appreciation of the role of the vegetative 
nervous system). 

Case 13.—Private M. N., aged 31, had nocturnal enuresis 
up to Army life; auto-erotism persisting since 14, very occa- 
sional intercourse, and ejaculatio praecox. At 20 he attributed 
lines on his face to auto-erotism. He made satisfactory school 
progress, but was shiftless in economic life. For three years 
he was a janitor at $25 a month. He enlisted in the British 
army, and later in the American Army. Once he fainted and 
once fell. On duty his knees would give way, his heart would 
go fast, and he would pant. The diagnosis was neurocircu- 
latory asthenia. 


This man was among the best informed of the sol- 
diers examined, but he was the butt of the others, and 
his history indicates the inferiority of his instinctive 
life, the lack of driving force, the tendency to drift 
along in a shiftless way at a low economic level. 


CASES WITH EPILEPTIFORM MANIFESTATIONS 


Out of the thirty-three cases tabulated, three pre- 
sented epileptiform symptoms. One of these cases 
was a definite epilepsy on the basis of an organic brain 
disease which had been responsible for focal attacks 
since the first decade of life. 

One patient had recurrent migraine headache with 
hemianopia. 


CASES WITH A HISTORY OF NEUROTIC TRAITS 


The following patient is of considerable interest; 
although in adult life he had not shown any overt 
nervousness, the family history and his reactions as a 
child would suggest a latent sensitiveness of reaction. 


Case 20.—Private O. P., aged 24, had a maternal grand- 
mother who committed suicide, and a brother who died insane. 
In childhood he had night terrors, somnambulism,’ occasional 
spasms up to 5 years, and nocturnal enuresis till 7 or 8 He 
had been a timid child. He stood the drill all winter in the 
United States, but in France soon developed shortness of 
breath. The cardiac diagnosis at U. S. Army General Hospital 
No. 9 was somewhat obscure ; sinus arrhythmia, cardiac hyper- 
trophy. This case should be compared with Case 4 and also 
Case 8, in which there is a definite valvular disorder. 


UNCOMPLICATED CASES OF DISORDERED HEART 
ACTION 


The foregoing brief summaries may suffice to dem- 
onstrate that in many cases with disordered heart 
action a variety of complex factors, involving such 
elaborate units or integrations as instinct, emotion and 
personality, have to be considered. On the other hand, 
in a great number of cases there is nothing to suggest 
the importance of these factors; in such cases the 
problem seems to be a rather specific physiologic 
problem. In these cases there is no evidence of con- 
stitutional inferiority of any type, no neurotic traits, 
no anomalies in the instinctive life, no important per- 
sonal conflicts, no history of sensitizing emotional 
experiences, no fostering situation. 

In this group the internist can go boldly ahead with 
his detailed researches, without feeling that the key 
to the disorder may be in some factor which from the 
very start he has discarded. The internist will have 
here the last word to say, while the psychopathologist 
has nothing to contribute. 
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Case TAKING AND Personat Factors Uriiizep 
in CurnicaL Recorp 


In view of the foregoing data it would seem to be 
desirable in many cases, and essential in some, to 
include in the clinical record a summary statement as 
to the personality of the patient, and as to any experi- 
ences and situations that seem to have a direct bearing 
on his disorder. 

In order that the necessary ground may be covered 
in a systematic way, the following outline is submitted 
as a guide in making the clinical record, not as a 
questionnaire to be rigidly followed. 

A few preliminary remarks may be of use. The 
purpose of the examination is to determine (1) whether 
constitutional factors have played a part in the sick- 
ness, (2) whether past experiences have conditioned 
the present reactions of the patient in a morbid way, 
and (3) whether present instinctive conflicts or a 
personal situation of much emotional value may not 
be contributory causal factors. 


REVIEW OF THE CONSTITUTIONAL TRAITS OF 
THE PATIENT 

As to the constitution, or innate equipment of the 
individual, that can be estimated partly by a study of 
the stock from which he has sprung and partly by a 
study of his early reactions to the tests of life, before 
training and experience have come to play a prepon- 
derant role. 

One will pay special attention to the presence in the 
family tree of insanity, epilepsy, migraine headache, 
alcoholism or similar maladaptation, hysterical man- 
ifestations, invalid type of reaction, eccentric disposi- 
tion, and mental defect (from the point of view of 
intelligence, of emotional stability, or of balanced out- 
put of energy). 

The early reactions that are suggestive of a special 
sensitiveness or neurotic instability, especially if they 
are very frequent and exist in combination, are night 
terrors (pavor), bed wetting (enuresis nocturna), 
somnambulism, chorea (a rather heterogeneous group 
in which toxic and constitutional neurotic factors have 
to be carefully disentangled), convulsions (tetany, epi- 
lepsy), tantrums and exaggerated emotional reactions. 

In addition to the nervous stability of the patient 
one wishes to estimate his general level of efficiency, 
and to note any serious variation from the average. 
The level of intelligence may be estimated by the school 
record, the wage-earning capacity, and the answers 
to standard questions on general information. Whether 
the patient has shown any special abnormalities in 
his emotional life or i his general activity will be 
found by reviewing his behavior to his comrades, his 
interests, his reactions, his steadiness at work, and his 
responsiveness to standards of honesty, truth and 
decency. 

There is a tendency to emphasize the type of con- 
stitutional inferiority which shows itself in subnor- 
mal intelligence, and to overlook those cases in which 
the intelligence is adequate but the patient may be 
perhaps unstable, volatile ard superficial; or over- 
active, enterprising, but lacking in judgment; or 
unaggressive and timid, lapsing easily into invalidism ; 
or intelligent, and efficient in many ways but not 
responsive to important moral standards. To formu- 
late the various ways in which an individual may be 
subnormal in virtue of a defective innate equipment 
would be an elaborate task; the toregoing remarks 
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merely illustrate the method of estimating the quality 
of the patient's whole machinery for reacting to the 
environment. 


HISTORY OF THE PATIENT WITH SPECIAL ATTENTION 
TO EXPERIENCES LIKELY TO HAVE SENSI- 
TIZED HIM TO SPECIAL TOPICS 


No systematic outline can be given to guide the 
examiner in this review; so much vayiation exists in 
human life that it is not possible to cover all the possi- 
ble situations that may have influenced the patient’s 
later reactions. One may refer to a few of the more 
frequent factors by way of illustration: 

1. The early reaction of the child tothe authority of 
the father may influence permanently the individual's 
reaction to all authority, and may be a determinant of 
an unusually submissive attitude, or on the other hand 
of an obstinate resistance to authority in all its forms 
(intellectual, religious, political, military). 

2. An early feeling of inferiority in relation to 
school efficiency or physical endowment or personal 
traits may bring about an undue sensitiveness and 
shrinking or, on the other hand, an apparent self- 
confidence and overassertiveness which is merely a 
cover for the underlying lack of confidence. 

3. Poor methods of dealing with the incipient 
sexual instinct, with the marked emotional value given 
to this subject, may seriously complicate the ability of 
the adult to meet this test in a frank and satisfactory 
manner. The adult life may accordingly be made 
unnecessarily difficult because the individual has been 
sensitized to this topic, has become accustomed to 
deal with it in a muddled way, and has not come to a 
frank, independent realization of the whole situation. 

4. Any episode of great emotional value may leave 
the patient permanently modified in his reaction to sim- 
ilar stimuli; just as the soldier, unnerved by high 
explosives, may for a considerable period be over- 
sensitive to loud and abrupt sounds. 

It is important, therefore, to note any striking 
experiences in the life of the patient, and to consider 
whether they may not throw light on present symptoms 
in the way suggested above. 

The memory of an experience may have disap- 
peared from consciousness, while a certain emotional 
attitude with its component physical symptoms may 
persist. We may have a feeling of dislike for some 
place or person, without being able to state what past 
experience or what likeness is at the basis of this 
attitude. In some the physical component is dispro- 
portionately prominent; after a disgusting experience 
a patient may, perhaps after a considerable interval, 
develop an intractable vomiting. A terrifying experi- 
ence may be eliminated from the memory of the 
patient, except perhaps in dreams; but the tremors, 
weakness, palpitation, etc., show that his system still 
vibrates to the experience. 


ANALYSIS OF THE SITUATION 


The key to some disorders can never be found so 
long as the physician confines himself to the study of 
the patient, no matter how intensive ‘that study may 
be. The headache, backache, weakness, insommnia, 
timidity, etc., that may follow a railway accident 
sometimes disappear rapidly when compensation 
is given in the form of a lump sum, instead 
of a weekly pension lasting as long as the dis- 
ability. The change in the method of compen- 
sation does not alter directly the joints or other 
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structures of the body; it creates a different sit- 
uation. It creates a situation that stimulates effort. 
replacing a situation that puts a premium on feelings 
of weakness and discomfort. Many forms of invalid- 
ism, although deplored by the patient, still have their 
own gain, bring in certain immunities or privileges, 
and enable one to maintain one’s self-respect, to secure 
sympathy, and to postpone the necessity for grappling 
vigorously with the actual difficulties of life. 

In estimating the degree of disability caused by 
cardiovascular symptoms, one must consider them in 
relation to the whole situation, must see whether the, 
play a réle in the subconscious adaptation of the 
patient, and must find whether the situation can be 
altered so that anything that tends to foster the symp- 
toms is eliminated, and everything that can stimulate 
the healthy activity of the patient may be utilized. 

The military situation is obviously an extreme), 
important factor; the physician tries to stimulate the 
aggressive, healthy trends of the patient, when as a 
matter of fact the restoration of health leads to the 
trenches and the toil of war, for which the patient has 
a deep-seated repugnance, however nobly he may delib- 
erately accept his share in the unwelcome tasks. His 
conscious, official self is loyal to his civic duty, but his 
subconscious and instinctive self shrinks from destruc- 
tion. Any disability is in a way a godsend; the cheer- 
fulness of the wounded when they have got “a Blighty 
one” is notorious. The physician has to recognize this 
situation frankly, and to consider by what methods he 
can counteract any enervating influences, keep burning 
the flame of resolve, and maintain the morale of his 
patients. Morale is as important in the hospital as in 
the trenches ; it should be the keynote of reconstruction 
as of destruction. 

The military situation, however, is not the whole 
story; as in civil life we cover up all the intimate 
causes of our nervous invalidism by the conventional 
explanation of overwork, so the stress and the strain 
of war are apt to be utilized as a blanket explanation 
of disorders of subtle origin. It furnishes the welcome 
impersonal formulation ; but the soldier has as complex 
a personality as the civilian, and it is often in the com- 
plexities of personal conflicts and difficulties that the 
explanation of obscure symptoms must be found. The 
home situation, the attitude to parents, sweetheart or 
wife, memortes of the past, repressed desires and 
hates and jealousies—these are not irrelevant to the 
symptomatology of disorders of the heart; language 
bears witness to that with “heart burning,” “heart 
sick,” “his heart was in his mouth,” “stabbed to the 
heart,” “fear in his heart,” etc. 

To analyze the contribution made to the symp- 
tomatology of heart disorders by such factors no 
doubt requires experience, but an open mind and a 
nice intuition will solve many individual problems with 
benefit to the patient. 








Auscultation.—In auscultation of the chest, it is important 
to secure close and accurate apposition of the stethoscope to 
the skin. The object of this is to eliminate those adventitious 
sounds which are introduced either by a slight skating move- 
ment of the instrument on the surface of the chest, or because 
the whole circle of the chest piece is not making contact with 
the body wall. Again, it is in order to exclude extraneous 
sounds that the careful practitioner chooses thick-walled tub- 
ing for his instrument, and is particular to detect the first 
sign of any perishing of the rubber near its junction with the 
metal and to remedy the fault. (By their stethoscopes ye 
shall know them).—Sir Thomas Horder, Practitiones 
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fHE MANAGEMENT OF CERTAIN INTRAC- 
TABLE LID CONDITIONS * 


MELVILLE BLACK, M.D. 
DENVER 


Seborrheic forms of blepharitis marginalis of long 
standing are not always easy to dispose of by the cor- 
rection of errors of refraction and the application of 
ointment of yellow mercuric oxid. There are probably 
few present who have not been sadly disappointed in 
their expectations of a cure from this treatment. In 
many of these cases there is an underlying systemic 
cause which is often hard to find and, when found, 
harder to correct. Long years of uncorrected eye 
strain, bad hygiene and improper use of food and 
drink have brought the patient to such a state that our 
ministrations can at best only partly restore the eye- 
lids to a normal appearance. After the disease has 
become chronic, it resolves itself locally into a chronic 
infection of the follicles of the eyelashes. I am 
inclined to think that it is at first a nutritive distur- 
bance and that the infection is secondary. If several 
lashes are pulled from such a lid, in a mild state of 
blepharitis, it will be observed that some of them come 
away more easily than others and that their roots are 
black. The lashes, if left alone, would fall out in a 
few days’ time. This disturbance of nutrition may 
be occasioned by errors of refraction which lower the 
resistance to infection, or some physical state which 
acts as the predisposing cause. The correction of the 
error of refraction and the use of yellow oxid oint- 
ment will generally bring about a temporary improve- 
ment, but, in the stubborn cases we are considering, 
the underlying general constitutional cause must be 
eliminated. In many instances, I do not consider 
myself competent to do this and prefer to refer the 
case to an internist in whom I have confidence. 

In our altitude, anemia is most frequently found as 
the underlying constitutional cause. These blepharitic 
subjects are usually washed-out looking individuals, 
in whom an examination of the hemoglobin percent- 
age shows it to be low; possibly also the red cell count 
is considerably below normal. The usual method of 
giving iron by mouth is of doubtful value, while iron 
and arsenic, or citrate of iron and manganese given 
hypodermically, are definite and prompt in their 
results. There are so many physical disturbances to 
be considered that we may dismiss the subject with 
the statement that each case must be studied carefully, 
and when abnormal physical states are discovered, an 
intelligent attempt must be made to correct them. I 
confess that this is often easier said than done, but if 
the patient is a child, as is usually the case, and the 
cooperation of the family can be obtained, not only 
brilliant results follow, but the child has been started 
on a new road to health and well being. 


CHRONIC CONJUNCTIVITIS 


In many instances this affection is a very simple 
affair and responds to a number of different stimulat- 
ing and astringent remedies. Every now and then, 
however, we see a case which does not differ from the 
others in appearance, but which does not respond to 
local treatment. There is some reason, of course. 
Errors of refraction have been corrected, but the 





* Read before the Section on Ophthalmology at the Sixty-Ninth 
Annual Session of the American Medical Association, Chicago, June, 
1918, 
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patient continues to complain of irritation, and the 
palpebral conjunctiva shows marked signs of being 
inflamed. A pathologist is called in, but almost always 
reports, “No growth and no bacteria found.” I have 
worried over many of these cases and still continue 
to do so. Many of the patients are robust, and nothing 
can be found physically wrong with them. Others are 
found to have various systemic disorders, but whether 
more than are to be found in the average of individ- 
uals is a question. It is proper to attempt to correct 
these physical disabilities, because in a large number 
of the cases the conjunctivitis is secondary to some 
physical defect. In a small minority, however, nothing 
seems to do any good, either in the way of local or 
general treatment. I hope the discussion will bring 
out the remedy which I am unabie to supply. 


EPIPHORA 


The overflowing of tears and the frequent filling of 
the eyes with water is a common symptom in elderly 
people. It is also frequently seen in comparatively 
young people who have spent a large part of their 
lives outdoors. It is always necessary to exclude 
dacryocystitis by syringing through the duct before it 
is possible to make a diagnosis of simple epiphora 
In senile epiphora the cause lies in the flabbiness of 
the skin of the lower lids and relaxation of the orbicu- 
laris muscle. 

The puncta of the lower lids, if inspected closely 
with a binocular head loupe, are visible without the 
necessity of making traction on the lower lids. The 
normal punctum is not visible, being turned in against 
the eyeball. A certain amount of eversion will not 
disturb the capillary attraction of fluid, but just as 
soon as the eversion has passed beyond a certain point, 
there must be a lake of tears formed before the fluid 
will flow into the punctum. The efforts of the patient 
to prevent the overflow by wiping the eyes is usually 
accompanied by a movement of the handkerchief out- 
ward and downward. The relaxed lid is mechanically 
everted more and more by this faulty wiping until the 
punctum is found displaced completely outward on a 
rounded, thickened lid border. It may be so far out 
of position as not to be functioning at all. From this 
stage, it is only a step to complete ectropion of the 
lower lid. The overflowing of tears causes a chronic 
dermatitis of the lower eyelid and adjacent skin. This 
leads to skin contraction, and the lid border is pulled 
on as though contractile collodion had been painte:t 
over the skin surface. 

In the younger subjects with weather beaten skins, 
the same process takes place. In these cases, how- 
ever, the tightly drawn skin over the cheek bones is 
the primary cause of the outward displacement of the 
punctum. As soon as it is everted to a position in 
which the lake of tears forms, the wiping of the eyes 
and the irritation of the skin from the water flowing 
over it rapidly causes ectropion of a most pronounced 
character. I have seen many cases from our cattle 
ranges in which the fornices of the lower lids were 
completely exposed as a red granular looking surface, 
presenting a most repulsive appearance. I have fre- 
quently noticed that these very bad cases were in 
“sandy complexioned” people. 

The management of simple epiphora, whether the 
patient be old or young, depends on the extent to 
which the puncta are everted. If they are slightly 
everted, the patient should be directed never to make 
dragging movements on the lower lids when wiping 
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the eyes. He should be taught always to make pres- 
sure toward the inner canthi. Facial massage with 
cold cream should be practiced each night for ten 
minutes, the movements of the tips of the fingers 
being directed over the skin of the cheeks toward the 
inner corners of the eyes. Correct wiping of the eyes 
and this daily massage will usually restore the puncta 
to their normal position. 

If the eversion has passed beyond the stage at 
which this simple treatment will replace the puncta in 
their normal positions, more radical measures are in 
order. It has been my practice to dilate the punctum 
and then introduce one blade of a pair of Stevens 
tenotomy scissors vertically down to the bottom of the 
punctum, the other blade being directed toward the 
eyeball, and to make a snip of the lid tissue between 
the two blades. This cut must be kept open by daily 
breaking its lips apart with a punctum dilator, until 
it remains open. This causes a lowering of the punc- 
tum so that the tears will run into it before a lake 
has formed. 

Another method that has given me much satisfac- 
tion, especially when the patient lives out of town and 
is in a hurry to get home, is, after making the vertical 
snip, to pass one blade of the scissors about 2 mm. 
along the canaliculus and make a snip, then with a 
pair of forceps pick up the little triangular flap which 
lies between and cut it off. This leaves a triangular 
hole on the inner surface of the lid. Its edges heal 
in a few days, and usually there remains a large arti- 
ficial punctum, the lower margin of which gathers in 
the tears before a lake has formed. No after-treat- 
ment is required, as its edges are far enough apart to 
prevent their healing together, as is the tendency when 
the single vertical snip is made. In the extreme cases 
of eversion, in addition to the measures already out- 
lined, I have found Ziegler’s method of cautery punc- 
ture of the conjunctiva and tarsus of great value. If 
the entire lid is everted, a row of cautery punctures 
about 4 mm. apart will have to be made. If only the 
inner half of the lid is everted, two or three punctures 
in the everted portion of the lid will suffice. 


CICATRICIAL TRACHOMA 


In Colorado we are fortunate in having little tra- 
choma to deal with, but we do have some. The cica- 
tricial forms are just as bad with us as elsewhere, 
or worse. This may be because our bright sunshine 
and dust cause the patient great discomfort. Once 
pannus and recurring corneal ulceration have begun, 
it is only a matter of time until the patient is almost 
blind. If anything can be done to cause the pannus 
to disappear the corneal ulceration will stop, and it 
is surprising to what an extent these corneas will 
clear. Even though the corneas are hopelessly dam- 
aged, the photophobia and general ocular irritation 
will be so improved that the patient is comfortable 
and most thankful. Plastic lid surgery has its place 
in bringing about this result, but, above all, it seems 
to me that the diseased tarsus must be excised. 

I believe that Kuhnt was right when he said, “The 
excision of the tarsus is the last word in the manage- 
ment of cicatricial trachoma.” The operation, as per- 
formed by Kuhnt, Wood and others, is a most formid- 
able procedure because of the sutures. The patient is 
rendered very uncomfortable for a week or longer, 
and the removal of the sutures is often difficult. It is 
a hospital operation because a general anesthetic is 
necessary. 
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Some years ago, I saw L. Webster Fox perform am 
excision of the tarsus, using no sutures. It was so 
simple that I went home and tried it, and since then 
I have never used a suture after excising the tarsus. 
Instead of a hospital operation, it becomes a simple 
office operation and is performed as follows: A 2 per 
cent. solution of procain (novocain) is injected 
through the skin of the upper lid into the tissues over- 
lying the tarsus at the inner, outer and middle por- 
tions. The lid margin is then grasped with a pair of 
tenaculum forceps and everted over a horn spatula, anv 
more of the same anesthetic is injected into the con- 
junctiva and tarsus in a few places. To control bieed- 
ing, the lid is pulled tight over the spatula. An inci- 
sion with a knife is made through the conjunctiva and 
tarsus parallel to the lid border; and about 2 mm. 
from it, another incision is made at the upper margin 
of the tarsus. The outer angle of this island of tarsus 
is picked up with forceps and the tarsus dissected 
away with curved scissors. One or two arteries spurt 
a little, but are easily controlled by torsion. The 
operation is over. The lid is turned back into position. 
Hot applications are made until all bleeding has ceased. 
The eye is filled with an ointment of mercuric chlorid 
and petrolatum and bandaged, and the patient is sent 
home. 

I usually do one eye at a time. The next day the 
eye is dressed and not closed after that. The patient 
walks away with the eye open and is no more incon- 
venienced than before the operation. In a few days 
the lid is everted to see if exuberant granulations are 
forming. If so, they are snipped off or cauterized 
with a silver stick. In three weeks the lid has healed- 
It is smooth, and the old diseased tarsus which has 
played so conspicuous a part in causing the corneal 
disturbance is gone forever. I used to dread to see 
patients with cicatricial trachoma come into my office 
or my clinic. I now rather enjoy their coming, for 
I feel that I have something to offer that will bring 
results that are sure and swift. 





ABSTRACT OF DISCUSSION 


Dr. J. SHetpon Ciark, Freeport, Ill.: Clamps and other 
instruments used for holding the lid after it is everted 
may be discarded for an instrument designed by Stanculeanu 
of Bucharest. It is something like a lid retractor. The lip 
of the retractor is cut off, leaving a straight edge that per- 
mits one to hook up the lid and evert it. The instrument 
is put in from above, the lid is everted over the elevator and 
then is held up in position while proceeding with the opera- 
tion. It controls the bleeding very nicely, causes no pain 
and is very satisfactory. 

Dr. Ottver Typincs, Chicago: About fifteen or sixteen 
years ago a man, about 40 years of age, came to me to be 
refracted. I noted the blepharitis marginalis, and sug- 
gested that he be treated. He refused treatment. Five years 
afterward he came back because he had reached the age of 
presbyopia and wanted another pair of glasses. He also 
consented to have his lids treated. The treatment, which con- 
sisted of massage, extended over a period of about eighteen 
months. 

Massage was given two or three times a week at first ard 
then at longer intervals, all the follicles were expressed, and 
then the margin of the lid was painted. Massage, the appli- 
cation of about 15 per cent. of silver nitrate, and the use of 
yellow mercuric oxid and mercuric chlorid ointment resulted. 
in a good recovery. I have never seen a case that could not 
be improved. I do not think that there is any relatiom 
between refraction and blepharitis marginalis. 

Capt. H. B. Lemere, Camp Mead, Omaha: I have used the 
procedure Dr. Black recommends in trachoma and I can cor- 
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roborate everything he says about the operation. I modified 
the operation slightly. I use a lid clamp. By dissecting one 
end of the tarsus at a time and then moving the lid clamp 
on to the other end, I can do the operation practically without 
any blood obscuring the field. The operation can be done 
quickly and the patient is an ambulatory case. 





A REGISTRATION FEE FOR PHYSICIANS * 
FRANCIS W. SHEPARDSON 


Director of the Department of Registration and Education 
SPRINGFIELD, ILL. 


At a committee meeting held in connection with the 
Illinois State Medical Society in Springfield, a prom- 
inent member of the society made a speech in violent 
opposition to a proposal for an annual state registration 
fee for physicians. His main argument was that 
medicine, being the oldest and most honorable of the 
professions, was in a class by itself, and that it was 
entirely beyond reason to think that the physicians 
could ever be grouped for registration purposes with 
architects and barbers, blacksmiths and plumbers, den- 
tists and druggists, structural engineers and veterinary 
surgeons, all, of course, so he implied, far beneath 
the physicians in dignity and honor. He was exactly 
like one who would magnify the “noblesse” and forget 
the “oblige”; who would stand unmoved when the 
things he was pledged to defend to the death were 
insolently attacked. And that is the text for what 
follows: 

The Civil Administrative Code of Illinois specifi- 
cally provides that the officers of the Department of 
Registration and Education, under whose jurisdiction 
the administration of the Medical Practice Act comes, 
shalf be neutrals. The exact language is: 


The Director of Registration and Education, the Assistant 
Director, and the Superintendent of Registration shall not be 
affliated with any college or school of medicine, pharmacy, 
dentistry, nursing, optometry, embalming, barbering, veteri- 
nary medicine and surgery, architecture or structural 
engineering, either as a teacher, officer or stockholder, nor 
shall they hold license or certificate to exercise or practice 
any of the professions, trades or occupations regulated. 


The officers of the department approached the work 
of enforcing the Medical Practice Act without any 
bias, but, confessedly, with something of the accus- 
tomed reverence for medicine as a great and honorable 
calling, represented by men of far more than ordinary 
professional ideals. They expected to find a medical 
nobility, with a lively appreciation of its obligation to 
protect its honor. They confidently looked to find the 
drawn sword and the defending shield bearing the 
significant words, “No one attacks our profession 
with impunity.” 

But this is what they actually found, during a year’s 
experience and study: 


DISCOURAGING ELEMENTS IN _ ILLINOIS 
MEDICAL SITUATION 


They found a poorly organized profession, with less 
than half of its members associated in its state society, 
and with no clearly outstanding champions ready to 
tilt their lances against foes of medical honor. The 
Bushido ideals of the sometimes despised Japanese 
were nowhere in evidence. The unity and professional 





* Read before the Madison County Medical Society at Alton, III, 
Aug. 2, 1918. 
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spirit of other crafts, often ridiculed by physicians 
as of far lower social standing, were entirely lacking. 

They found an army of advertisirg charlatans, some 
with fixed offices and others appearing “for one day 
only,” making extravagant claims of curative skill in 
handling all diseases, specialists in everything, blatant 
fakers, robbing the poor and the ignorant, preying on 
the superstitions of gullible foreigners, as bold and 
daring bandits as ever sandbagged a lone wayfarer at 
night; and yet unattacked in any effective way by the 
plumed knights of medical chivalry, but permitted to 
continue in shameful practices that would not be tole- 
rated for a day by representatives of other professions 
and trades counted far inferior to medicine. 

They found a motley array of so-called “doctors,” 
of every name and cult under the sun ; regulars, homeo- 
paths, eclectics, osteopaths, chiropractors, napropaths, 
spondylotherapaths, mechanotherapaths, neurothera- 
paths, electrotherapaths, hydrotherapaths, suggestive 
therapaths, psycotherapaths, naturotherapaths, iridol- 
ogists, magnetic healers, religious healers, and many 
other varieties, the list forcibly reminding one of the 
description which Masson gives in his “Life of Milton” 
of the sects which flourished in England in the poet's 
time. After naming a great many, he includes in a 
sweeping classification the remainder of the some hun- 
dred-odd varieties of “fluent, rancorous, inquisitorial 
and on the whole nasty kinds of Christians.” Even 
such a comprehensive description would hardly include 
all of the so-called medical practitioners of Illinois, 
nor would it cover the radicals who oppose all regula- 
tion, claiming for the people “the inherent right to 
choose any sort of a doctor they please, even to 
‘dope’ doctors or Christian science if they want it.” 

They found chains of doctors’ offices, managed by 
real estate agents or other nonpractitioners and 
attended by licensed physicians who were paid from $8 
a week to $35, with a possible commission of 10 per 
cent. on all gross business over $500 a week; the man- 
ager getting all the receipts, paying rent, furnishing 
light and providing equipment; the physicians being 
paid off like barbers or other hired hands on a Saturday 
night ; the offices using common literature, apparently 
printed by the ton, distributed by hand in mail boxes 
and front yards, and bearing the name of the doctor 
nearest the region of distribution, who for himself 
was unable to read the circular in the language used, 
and so knew nothing of the glowing promises made to 
his prospective patients. 

They found many doctors alleged to be abortionists, 
who, when questioned about the wholesale murder of 
unborn babes, took refuge in assertions of the guilt 
of all the craft, and claimed that if, in any company 
of members of the profession, the ancient invitation 
were renewed, “Let him who is without sin among 
you cast the first stone,” as in the days of old so now, 
within a short time, no man would be left except the 
accused and the judge. 

They found doctors, all over the state, who were 
guilty of unethical practices, who were known to be 
quacks of the worst type, and against whom sufficient 
evidence could not be secured to convict because of the 
unwillingness of reputable physicians to give testimony 
or to encourage deluded victims to give to the depart- 
ment for legal use information given to them in quiet 
hours of confession. 

They found men and women in many places in 
Illinois practicing medicine without license and defy- 
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ing the provisions of the Medical Practice Act. But 
they could not secure convictions because regularly 
licensed practitioners refused to aid, because state’s 
attorneys declined to enforce the laws, and because 
county medical societies have been too weak or too 
fearful to demand that such prosecuting officers per- 
form their sworn duty, or too little interested to help 
in creating public sentiment in support of law and 
decency. 

The plain, unvarnished, easily supported truth ts 
this: There are more fakers and charlatans in medi- 
cine than in all other professions and trades put 
together. There are more irregular, improper, inde- 
cent and immoral things connected with medicine than 
with all the rest. There is less real reason, so far as 
conditions in Illinois are concerned, for medicine to 
claim nobility and plume itself because of its high 
eate than there is for almost any occupation followed 
in the commonwealth by the sons of men. There 
seems to be no medical nobility which feels any obli- 
gation. There seems to be no champion, either indi- 
vidual or corporate, that is quick to resent attacks on 
medical honor. With one exception, not a county 
medical society in all Illinois has given to the Depart- 
ment of Registration and Education during its first 
administrative year that hearty cooperation, that united 
and determined support which is so desirable if its 
attempts to enforce the Medical Practice Act are to 
be successful. The exception was the society in St. 
Clair County, where, as the result of shametul riots 
which stirred the entire United States, the social 
forces desirous of the maintenance of law and order 
were encouraged to express themselves in demands 
for a general clean up. In this process the department 
was able to secure in that county ninety-three convic- 
tions for violations of various statutes, eight being 
infringements of the Medical Practice Act. Sixteen 
cases are still pending. Among the individuals con- 
victed was the notorious Vizgird of East St. Louis 
who vainly tried to escape the officers of the depart- 
ment and the penalties of Illinois laws by seeking a 
hiding place in Missouri, but was caught in his old 
haunts one evening and given his deserts by the court. 

Perhaps this is enough of the discouraging side of 
the Illinois medical situation. But the need of coopera- 
tive effort on the part of all interested m better con- 


‘ ditions is great. This is a most favorable time for 


advance movements. The mobilization of our army 
has emphasized the importance of discipline and 
respect for authority. The rejection of so many men 
as unfit to fight for their country has led to much 
serious thinking on the part of the people. Certain 
forms of disease have been studied in an entirely new 
light. The potential soldier who has barred the door 
of his admission to the Army by venereal disease, 
contracted by cohabitation with prostitutes, is looked 
on almost with the scorn that attends the slacker or 
the traitor. He who has weakened his fighting strength 
by excess in the use of intoxicating liquor finds the 
hand of every man against him. Sobermindedness, 
clean living, unifnpaired efficiency are demanded every- 
where. The individual who, in any way, contributes 
toward the restriction of the output of American man 
power in this critical hour of world conflict has no 
influence, no political pull, no effective support any- 
where. It is the time for the friends of medicine to 
strike and to strike hard against those of its adherents 
who drag its honor in the dust. The fact that so 
many honorable physicians have gone to war, and 
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that so many communities are left to the mercy of the 
irregular, unethical or illegal practitioner lends added 
importance to the situation now faced. 


PROGRESS IN MEDICAL EDUCATION 


Considerable progress has been made in the direc- 
tion of improved conditions in education. A few 
years ago Illinois had fourteen medical schools, some 
of them so poor in quality that a great histeric survey 
declared Illinois to be the plague spot of medical edu- 
cation in America. The finger of scorn was pointed 
toward Chicago by every one connected with the pro- 
fession. Now there are but five medical colleges recog- 
nized as in “good standing.” Each of these five 
colleges has been visited and inspected by the depart- 
ment during the year, one of them twice. The student 
records have been searched with care by a special 
representative of the department. Where irregulari- 
ties or improper methods have been discovered, the 
facts have been called to the attention of the officiais 
of the institution affected, and prompt promises of 
rectification have been made. New rules and regula- 
tions connected with the Medical Practice Act have 
been established and put in force, after a conference 
participated in by the administrative officials of the 
department, by the members of the Medical Examining » 
Committee, and by the deans and secretaries of the 
five schools. Each of the five institutions, through the 
proper official, has indicated in writing its intention 
to abide by these regulations thus agreed to. One of 
these new rules raises the minimal entrance require- 
ment to two premedical years. Future licensees in 
medicine in Illinois, before being eligible for examina- 
tion, must have had preparation for active practice 
represented by four years of high school, two years 
of college premedical instruction, four years in a 
medical school and one year’s internship in a recog- 
nized hospital. Another new regulation provides that 
each student, at the time of his admission to a medical 
school, must present a qualifying certificate, issued by 
the Department of Registration and Education, certify- 
ing that all requirements for preliminary education 
have been met. It is believed that this provision will 
end forever the most troublesome feature connected 
with the regulation of medical schools, namely, the 
admission of inadequately prepared students, either on 
conditions or on defective certificates. 

Attempts are being made through mandamus pro- 
ceedings to secure the restoration to “good standing” 
of two medical colleges, namely, the Jenner Medical 
College and the Chicago Hospital College of Medicine, 
institutions which had been declared by the state 
board of health to be no longer “in good standing” 
with the licensing authorities of the state. A large 
amount of time and attention has been given to the 
consideration of these petitions. The institutions were 
reinspected, one of them twice. Several meetings for 
conference were held, attended by representatives of 
the department, administrative and professional, and 
by those interested in the colleges. In one of these 
conferences, representatives of the office of the 
Surgeon-General of the United States Army partici- 
pated. It was gratifying to find that their judgment 
was the same as that given with entire unanimity by the 
representatives of the state of Illinois, namely, that the 
institutions should not be recognized. Whether the 
courts will force.an action contrary to the best wisdom 
of those entrusted with safeguarding the interests of 
the people remains to be seen. 
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EXAMINATIONS FOR LICENSURE 


Examinations for licensure in Illinois are better 
conducted now than ever before. The Civil Admin- 
istrative Code provides carefully for the safeguarding 
of this door of entrance to the medical profession 
through a committee of five persons, all of whom 
shall be reputable physicians licensed to practice medi- 
cine and surgery in this state, no one of whom shall 
be an officer, trustee, instructor or stockholder or 
otherwise interested, directly or indirectly, in any medi- 
cal college or medical institution. For the purpose of 
preparing questions and rating papers on practice 
peculiar to any school, graduates of which may be 
candidates for registration or. license, the director may 
designate additional examiners whenever occasion 
may require. 

In the March examination a new feature was intro- 
duced in the form of a practical test, consisting of one 
hour with patients in eye, ear, nose and throat; one 
hour with surgical patients; one hour with diagnosis 
and medical patients, and one hour in the laboratory 
identifying slides. Through the courtesy of the ofh- 
cials of the Cook County Hospital, the facilities of that 
great institution were placed at the disposal of the 
department. Both examiners and examined entered 
into the spirit of the new arrangement with hearty 
interest. The results of the experiment were so grati- 
fying that it was decided to make this a permanent 
feature of the examination plan. In the June examina- 
tion the same method was followed, with an unusually 
large class of candidates, the results again being satis- 
factory in every way. It has also been determined that 
no license by reciprocity shall issue hereafter, except 
after the presence of the candidate before the exami- 
uation committee and the passing of a satisfactory 
practical test. 

These two advanced movements have placed Illinois 
in the forefront, since the practical examination for 
licensure has not made much headway in America. 
The members of the examining committee have deter- 
mined to make the entrance into the profession more 
difficult by closer scrutiny of the written and oral 
reports of the candidates. They share with other 
representatives of the department in the earnest desire 
to make the Illinois license in medicine most honored 
of all state licenses because most carefully guarded. 


REGULATION OF PRACTITIONERS 


With conditions in the recognized medical schools 
more satisfactory than ever, and with the examinations 
for licensure greatly improved, the next important 
task of the department is the regulation of practitioners 
within the state: But here it is beset with many 
obstacles. Its two principal weapons for warfare are 
the Civil ‘dministrative Code and the Medical Prac- 
tice Act. che first confers on it far greater powers 
than were enjoyed by the former state board of health. 
The seeond goes far ahead of any statute heretofore 
adopted for regulating medicine. Its provisions cor- 
rect many of the. weaknesses of previous statutes. 
Under it, it is now possible to revoke licenses issued 
under any preceding practice act, whereas the law 
which it superseded was powerless over some practi- 
tioners. The act also gives larger range in the matter 
of revocation of licenses, the following nine types of 
offender being indicated : 


1. A person who has been convicted of the practice of 
criminal abortion. 
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2. A person who has by false or fraudulent representation 
obtained or sought to obtain practice in his profession, 

3. A person who is a habitual drunkard, or habitually 
addicted to the use of morphin, opium, cocain or other drugs 
having a similar effect. 

4. A person who has by false or fraudulent representation 
of his profession obtained or sought to obtain money or any 
other thing of value. 

5. A person who has advertised under a name other than 
his own 

6. A person who shall advertise or profess publicly to treat 
human ailments under a system or school of treatment or 
practice other than that for which he holds a license. 

7. A person who has been committed, by the judgment of 
a court of competent jurisdiction, to a hospital for the insane 

8. A person who is guilty of any wilful violation of the 
rules and regulations of the Department of Registration and 
Education governing cxaminations, or who is guilty of any 
fraud or deceit by which he was admitted to practice. 

9. A person who has been guilty of any other unprofes- 
sional or dishonorable conduct. 


It will be noted, however, that these provisions have 
their limitations. For example, the rumor that a phy- 
sician is guilty of abortion is not sufficient ground on 
which a license may be revoked. Even the dying 
declaration of a victim is not adequate. The law pro 
vides that the accused shall be convicted, and the pre- 
sumption is that this means convicted in a court ef 
justice. In like manner, if a practitioner has become 
insane, the law does not cover his case unless he is 
actually committed to an asylum. In a recent hear- 
ing of the department in Chicago at which some forty 
reputedly unethical practitioners were summoned. 
three of these on examination showed clear evidences 
of insanity, and that, too, to the satisfaction of all the 
representatives of the department present. But the law 
does not cover their cases, and they will continue their 
practice until, by reason of some violent outburst, they 
at last find their way to the sanatorium where they 
should now be incarcerated. 

The cause set forth in the ninth paragraph covering 
general unethical and unprofessional conduct has not 
been considered by legal authorities as in itself suffi- 
ciently definite to warrant a revocation of license, 
although it may well be used in supplement to other 
charges. 

While there are some defects in the law as it is, 
yet, as has been stated, it is far ahead of anything the 
state has yet had. The act applies to two classes of 
citizens: one, the individual who, not being regularly 
qualified by proper licensure, as provided for in the 
law, attempts to practice medicine; the other, the 
practitioner who has been regularly licensed. It might 
be taken for granted by every one that an untrained 
individual of the first class should be prohibited from 
practicing medicine. As a matter of fact, however, 
in a number of cases in which the evidence has been 
conclusive, the department has been unable to secure 
conviction because of the attitude taken by prosecuting 
officers, some of whom have actually attempted to 
explain their failure to enforce the law by statements 
that the provisions of the law are foolish or should 
never have been enacted. <A notable instance of this 
kind occurred in one county where a retired farmer 
of considerable wealth and social prominence was 
known to be treating human ailments at the county seat 
as a chiropractor, although he had no license whatever 
so to do. The state’s attorney, while not absolutely 
declining to prosecute, made all sorts of excuses for 
not doing so, saying that he was too busy with other 
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matters to take up this particular question; so the 
department was powerless. The folly of such a con- 
dition was soon shown, however, by the verdict of the 
coroner’s jury in @ certain case in which it was 
declared that the death of a child had been brought 
about because of the improper practice of this par- 
ticular man and another with whom he was closely 
associated and who likewise was not prosecuted as he 
should have been. 

Another case not unlike this was reported from 
southern Illinois. An inspector for the department 
filed an information in the court against a noted chiro- 
practor. The state’s attorney of the county delayed 
action and later wrote a letter to one of the state 
officials asking him to go to the Department of Regis- 
tration and Education and induce its officers, if possi- 
ble, to withdraw the information, when its sworn duty 
is to follow up the offense with prosecution. It is need- 
less to say that the department declined to take the 
action requested and that the case is still pending. 
Many other cases of a similar nature might be 
mentioned. 

The department believes, however, that if it had 
the hearty backing of all regularly licensed physicians 
—and with that would come a sufficient public opinion 
to force all prosecutors to act—it would be able to 
make notable advances in clearing the state of unli- 
censed practitioners within a relatively few months. 

But the Medical Practice Act was designed, in the 
main for those who have been licensed through the 
regular processes. There is no doubt that its spirit 
contemplates that the business of the profession shall 
be carried on in an ethical manner. It does not reach 
those who use flamboyant advertisements proclaiming 
their great skill, but it does give power enough to 
require the advertiser to keep within the bounds of 
possibilities so far as his promises to his prospective 
patients are concerned. It does not reach the itinerant 
physician who practices in hotels in various places 
“for one day only,” but it does have power enough to 
require him to register his license in every county 
where he practices and to restrict to some degree his 
advertised pretentions. When the itinerant is unli- 
censed, the law may be readily invoked. A case in 
point is that of the well-known Rev. Dr. Hawkins who 
has visited many places in Illinois in recent years. 
Not long ago he came to Springfield. Inspectors from 
the department called on him, one of them for physical 
examination and treatment. When the latter found 
that the gentleman who tried to use the cloak of relig- 
ion as a shield to his illegal practice simply rubbed his 
hands over his victim's body, speaking practically 
meaningless words as he did so, he swore out a warrant 
for the arrest of the faker and had the satisfaction of 
seeing him placed in the Sangamon County jail, where 
he spent several unhappy days, part of the time as 
a result of being charged with working a confidence 
game. However, between 9 and 11: 30 o'clock in the 
morning on which he was arrested, the reverend 
gentleman had been successful enough in his practice 
to secure fees of more than $300. This would have 
been a fair morning’s work had he not had the mis- 
fortune to be caught by the officers of the law and con- 
sequently faced with the probability of being compelle | 
to pay a large fine. 


NEED OF ANNUAL REGISTRATION 


The department needs another administrative aid, 
an annual registration, in order that it may be able 
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better to serve the interests of the people and at the 
same time to protect those rightfully entitled to the 
honors and the emoluments of the medical profession. 

The records show that, under the first medical! 
practice act of 1877, 18,626 individuals were licensed— 
16,905 by the presentation of diploma, 1,236 by years 
of practice, and 485 by diploma and supplementary 
examination. Under the acts since 1899, there have 
been licensed by examination and by reciprocity 
11,310, making a grand total of 29,936. How many 
of these licenses are active at the present time, nobody 
knows. The department has no check on them, as it 
has on licentiates in other lines by means of an annual 
registration requirement. In 1916 the American Med- 
ical Association made a computation which placed the 
number of living physicians in Illinois at 11,600. 
Counting for deaths and removals, and estimating 
additions by examinations, there probably are about 
12,000 at the present time who hold Illinois licenses. 
Ignorance on this vital matter of administration places 
the department under a great handicap. It does not 
have any means of knowing where its licentiates are 
or what they are doing. It receives a daily press- 
clipping service which helps to some degree in check- 
ing deaths and removals. But its inspectors find 
impostors who are using the licenses of honorable 
practitioners long since dead; impostors who secured 
their licenses through fraud ; charlatans who are claim- 
ing to be authorized representatives of patriotic physi- 
cians who are “over there” ministering to the wounded 
and dying among our soldier boys on the far-flung 
battle line ; men long retired from active practice who 
are using their medical licenses in forwarding 
unworthy commercial enterprises; men who have 
abandoned all notion of reputable practice almost from 
the start of their professional career; fakers, quacks, 
irregular, illegal, immoral, unethical, untrained men, 
who grow rich on gullible humanity and trail in the 
dust and the dirt the banner of one of the great pro- 
fessions. To be asked to enforce a medical practice 
act, without having the machinery for ascertaining 
who is entitled to its privileges and who is ignoring its 
restrictions, at best is a difficult situation. The advan- 
tages of an annual registration on the payment of a 
nominal fee as an effective weapon for protecting the 
profession and for aiding in the prosecution of pre- 
tenders and offenders have been proved beyond ques- 
tion in connection with many professions, trades and 
occupations. It is surprising that the medical pro- 
fession, which has needed such a bit of administrative 


machinery so greatly, has not availed itself of it, 


although it has been successfully used by others. 


ADVANTAGES OF ANNUAL REGISTRATION 


No greater help could be furnished the department 
in its administration than an annual registration of 
physicians. The argument for it, in brief, is this: 

1. It would enable the department to keep in touch 
with legal practitioners. As has already been said, 
under present conditions the department has no defi- 
nite knowledge concerning the number of medical 
practitioners in Illinois. When an individual has 
passed the required examination and has received a 
license to practice, he goes his way so far as the state 
is concerned, and possibly is never heard of again 
unless he is arrested for wrong doing or corresponds 
with the department for some special reason of 
his own. 
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2. It would be a great aid in keeping a correct roster 
of addresses. As it is, the American Medical Direc- 
tory, published biennially, is a directory through which 
an attempt is made to indicate the location of every 
physician in the country, Illinois being included in the 
classification. Deaths, removals and withdrawals from 
active practice make this volume out of date before 
a new edition can be prepared. There is published 
annually in Chicago a volume bearing the title “Chi- 
cago Medical Directory,” but this is more or less of a 
commercial proposition, and its lists of practitioners 
are sometimes defective. The state board of health, 
from time to time, was accustomed to prepare a list 
of regularly licensed practitioners, but this was con- 
fessedly faulty also. The importance of having as 
correct a list as possible of those who are entitled to 
ihe privileges of the Medical Practice Act needs no 
argument. With such a list available, department off- 
cers are able to state at once whether an individual 
is licensed or not. 

3. It would enable the department to discover cases 
of individuals using the licenses of others who have 
died or have left the state, or from whom certificates 
may have been stolen or purchased. While such 
instances, under present arrangements, are brought to 
light only by accident, if there were an annual regis- 
iration required, they would be quickly discovered. 

4. It would enable the department better to control 
some of the unethical practitioners whose actions bring 
discredit on the profession. The occasion for the 
annual registration renewal would afford opportunity 
to the Medical Examining Committee and the officers 
of the department to consider whether on the whole it 
was desirable to permit the continuance of such an 
individual in the practice of his profession. There 
is no doubt at all that this annual review of methods 
pursued by a relatively small number of unethical phy- 
sicians would be a powerful policing agency. 

5. The annual registration fee of, say, $2, would 
furnish funds for the activities of the department at 
slight cost to the individual physician. It should be 
kept in mind that the larger part of the appropriation 
made to the department by the legislature is in the 
nature of a reappropriation of fees paid into the trea- 
sury through the department by members of various 
professions, trades and occupations. This money is 
used for the maintenance of the office staff, which 
includes the inspectors on whose shoulders falls the 
burden of making investigations throughout the state. 
The larger the amount of these fees the more effective 
the department can be in its administration, because 
better supplied with a working force. It may be worth 
while to note that the annual renewal fee for structural 
engineers and for master plumbers is $10; for archi- 
tects, $5; for chiropodists, $2; for registered pharma- 
cists, $1.50; for barbers, embalmers, horseshoers, 
assistant pharmacists and journeymen plumbers, $1, 
and for dentists, $1 paid biennially. 

6. The willing payment of such a relatively small 
amount would provide an effective argument against 
the imposition of a larger annual state license fee, 
easily possible in these days of regulation when gov- 
ernments are seeking everywhere for increased oppor- 
tunities for raising needed funds. 

7. It is strictly in line with the best practice in other 
professions which, in nearly all of the states of the 
Union, have long been accustomed to the registration 
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plan for the protection of their members and for the 
general interests of their special occupation. 

8. This fee is favored at the present time by many 
of the leaders of the medical profession throughout 
the country who realize the pressing importance of 
thorough supervision of those who claim the privileges 
of the physician. 

OBJECTIONS 

Only two objections have been made to the proposi- 
tion as it has been discussed with many prominent 
persons. One has already been sufficiently considered, 
namely, the alleged superior dignity of the medical 
profession when compared with others. As a disin- 
terested layman, it is my frank opinion, for the reasons 
already set forth, that there is absolutely no basis, 
except possibly a historical one, for any such 
pretentions. 

The other objection is one of inconvenience of 
having each year to send a small check in response to 
an official notice from the Department of Registration 
and Education. The one who first stated that objection 
to me wore on his coat lapel a jeweled emblem which 
indicated that probably he was a member of at least 
four branches of a certain fraternal order. If the 
methods of these bodies are those usually followed, 
he cheerfully pays at four different times a year a rela- 
tively small amount in the shape of dues in order to 
keep himself in “good standing.” To any one sincerely 
interested in the welfare of medical practice in the 
state of Illinois, such an objection carries little weight. 

CONCLUSION 

The department attempted, during its first year of 
existence, to enforce the Medical Practice Act to the 
best of its ability. Its officers are confident that if it 
could have the additional machinery which would be 
furnished by the inclusion of an annual registration 
provision in the law, it would be able to render greater 
assistance to the profession which the county society 
represents. We ask the earnest aid of the members of 
county medical societies throughout the state in secur- 
ing this desired movement. The irregular, illegal and 
unethical will oppose it. It is those who stand for the 
better things of life, who have pride in the profession 
they practice, who are quick to resent imputations 
against its honor, to whom the department must look 
for the cooperation which will bring to it the one bit 
of administrative machinery which it now lacks ‘n 
order to do what the Medical Practice Act clearly 
intends should be done. 








An Objection to Dried Milk in Infant Feeding.—The 
Cheshire (England) Local Medical and Panel Committee in 
a letter to the president of the Local Government Board 
objects to the Board’s unqualified approval of dried milk in 
infant feeding as follows: “The Local Government Board 
leaflet, “Dried Milk for Infants,” dated March, this year, 
states: “Experience during the last twelve or fourteen years 
shows that dried milk is one of the most satisfactory forms 
of cow’s milk for use in the feeding of infants.” That is a 
most misleading statement. The very large and carefully 
recorded experience of the Manchaster Children’s Hospital on 
the relative sickness incidence in breast-fed babies, babies fed 
on cow’s milk, and babies fed on dried milk, shows that while 
breast-fed babies suffer least, babies fed on dried milk have 
a-far higher sickness rate than those fed on fresh milk. Dr. 
Ashby, physician to the Manchester Children’s Hospital, 
writes on June 11, 1918: “I have no hesitation in saying that 
I have found cow’s milk superior to any dried milk or arti- 
ficial food in my work with infants and young children at 
Manchester and Salford.” 
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INTESTINAL OBSTRUCTION 
CONTINUED STUDIES * 
H. B. EISBERG, M.D. 


AND 
J. W. DRAPER, MD. 
P NEW YORK 
Additional evidence is accumulating that death 
caused by intestinal obstruction is due to toxins orig- 
inating in the epithelium of the duodenum and its 
appendages. Duodenal transplantation is, therefore, a 
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by section and infolding, 35 cm. aboral to gastro- 
jejunostomy was produced (Figs. 3 and 7). This cor 


responds in position to the duodenojejunal obstructio:, 


as shown in the control (Fig. 4). 

The results were as follows: Dogs operated on a: 
above lived seventeen days in comparison with six 
days in the control animals and three days longer than 
after obstruction in any part of ‘the small intestine 
except at the sphincter. Colonic obstruction cause:! 
death in fourteen days at the ileocecal sphincter, or in 
twenty-eight days if at the rectum. Moreover, and 
of great importance, is the fact that, clinically, duo- 
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Fig. 2.—A’, oral oceluded pylorus; B’, ‘ 
Fig. 1.—A’A-BB’, ducdenum with its aboral jejunum anastomosed to stomach; Fig. 3.—Same as Figure 2 with an obstruction. 


outbuds, the pancreas and liver. 


A, aboral occluded pylorus; B, oral jeju- 


num anastomosed to ileojejunum. 


satisfactory method for the experimental study of 
the cause of death in obstruction. 

Rogeré, and more recently Whipple and his asso- 
cjates, have laid special emphasis on a proteose from 
the duodenal region. Sweet and his associates have 
laid special stress on the pancreas. Dragstedt, Moor- 
head and Burcky, on the other hand, again take up ihe 
bacterial origin of this toxemia. 

Our continuation of the study of this 
interesting problem has centered on 
three phases — transplantation, pro- 
teose isolation and obstruction ratio. 





denal transplantation prevented the occurrence of 
classical symptoms of duodenal obstruction such as 
tachycardia, tremors and spasticity, as described by 
one of us in the original report, in which it was pointed 
out that this condition closely simulated parathyroid- 
ectomy. After transplantation, the obstructed animal 
remained clinically normal for from seven to 
twelve days after operation. There was gradual 
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Fig. 4.—A, obstruction at ileojejunum corre- Fig. 5.—A, occluded loop; B, recon- of ik 6.—A, occluded loop; B, obstruction 


sponding to obstruction at C, Figure 3. 


DUODENAL TRANSPLANTATION 


The entire duodenum with its outbuds, the pancreas 
and liver, are first separated from the alimentary canal 
(Fig. 1). The pyloric end of the segment and the 
stomach are occluded, the duodenum is anastomosed 
to the ileojejunum, and posterior gastrojejunostomy 
is performed (Fig. 2). This constitutes the primary 
operation. From two to three weeks after, obstruction 





* From the Surgical Research Laboratory, New York University. 

* Read before the Section om Gastro-Enterology and Proctology at 
the Sixty-Ninth Annual Session of the American Medical Association, 
Chicago, June, 1918 


structed alimentary canal. 


mentary canal. 


increasing emaciation and occasional vomiting. The 
entire picture simulated that of rectal or esophageal 
obstruction with complete absence of all fulminating 
toxic symptoms. : 

The conclusion is that the duodenum, with its 
embryologic outbuds, furnishes the cause of death. If 
the jejunum creates a toxin it is certainly of low lethal 
grade. 


PROTEOSE ISOLATION 


In reference to the proteose of Rogeré and of 
Whipple, we have reported that we were unable to 
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Juplicate the experiments because of faulty chemical 
‘echnic. Since then we have repeated Whipple’s exper- 
iments and have caused death by the injection of the 
residue. eee enough, analysis of the charts 
-howed that when fluid was obtained from blood loops, 
no reconstruction of the intestine having been done 
| Fig. 6), the intoxication was produced. If, however, 
cnd to end anastomosis or gastro-enterostomy (Fig. 5) 
were used to reconstruct the intestine continuity, the 
symptoms were either very slight or were absent. 
To explain this phenomenon we offer Sweet’s sug- 
cestion—that the toxic agent was formed in the duo- 
denum but excreted into 
the occluded loop. This bie 
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this line there is a proportionate decrease of obstruc- 
tive toxicity. While the exact ratio is not yet accu- 
rately worked out, one undoubtedly exists, and we 
have shown it roughly in Figure 8 to be approximately 
1:4 in length of life, and 1:8 in length of intestine. 
These figures are arbitrary and may be shown by 
future work to be inexact; but the fact remains that 
there is a constant mathematical ratio that can be 
determined by further ex . It may resemble 
the healing curve of Ca Lynch has suggested that 
there is normally some biochemical product brought 
down from above similar in nature to prosecretin., 
With this view we are in 
hearty accord. 








view is strongly supported 
by our observations after 
duodenal transplantation 
and also by the views of 
Dragstedt, Moorhead and 
Burcky, namely, that their 
animals with jejunal loops 
lived indefinitely if no rup- 
ture occurred, whereas, 
those with duodenal loops 
all died within from 
twenty-four to forty-eight 
hours, excluding those 
that died from rupture. 
Their interpretation, that 
bacteria are the sole cause 
of death in intestinal ob- 
struction, we cannot har- 
monize with certain facts. 
First, the duodenum is 
virtually bacteria free, as 
compared with the termi- 
nal ileum and colon, as 
Halsted and Cushing, as 
well as Brown and Blake 
and one of the writers, 
proved many years ago. 
Second, closed segments 
of the terminal ileum and 
of the colon, regions 
where bacteria abound, 
are not incompatible with 
long life. 


TRUE LETHAL LINE OR 
POINT OF MAXIMUM 
OBSTRUCTIVE TOX- 

ICITY 








SUM MARY 


_ _ Duodenal transplanta- 
_ tion definitely shows that 
| the duodenum and its ap- 
pendages, singly or col- 
lectively, produce the 
lethal agent which causes 
death in intestinal obstruc- 
tion. 

| A proteose may be iso- 
| lated under certain con- 
| ditions. This will cause 
| death if injected. Further 
definite corroboration, 
however, is necessary to 
prove that this test tube 
product is identical with 
the vital lethal product of 
acute obstruction. 

A true lethal line or 
point of maximum ob- 
structive toxicity exists in 
the second portion of the 
duodenum, oral and aboral 
to which, obstructive death 
occurs in a definite mathe- 
matical ratio. 

The lethal agent is 
probably of biochemical 
origin similar to parathy- 
roid or other endocrine 
secretions, interference 
with which causes death. 








ABSTRACT OF 
| DISCUSSION 
Dre. Dwicnt Henperson 





Whatever the composi- 
t:on of the toxin of intes- 
tinal obstruction, which 
we believe to be of the 
same nature as the known 
endocrine secretions, partly because of the similarity 
of the symptoms after parathyroidectomy or duodenal 
obstruction, all observers have agreed that its most 
active manifestations occur following duodenal 
obstruction. There is a point in the second portion 
of the duodenum at which acute obstruction causes 
death more rapidly than elsewhere in the intestine. 
(his point we have referred to as the true lethal 
line in distinction to the one which was described 
by one of us in relation to the twine triangular 
stitch for gastro-enterostomy and located some 20 cm. 
aboral to the true lethal line. Oral or aboral to 


jejunum; 4, 4 A, 


Fig. 7.—1, cardiac end of stomach; 2, pyloric end of stomach; 
2 A, aboral pyloric end; 3, oral end of jejunum; 3 4 
, rojejunum; 5, 
6, 6 A, duodenal jejunum anastomosis; 7, pancreas; 8, sigmoid. 


Murray, Syracuse, N. Y.: .\ 
few years ago I heard a paper 
on this subject that gave us 
the information that the poi- 
sons produced in a closed 
loop of the intestine were many times stronger than phenol, 
morphin, strychnin and drugs of that kind. I should like to 
ask if any tests were made to determine the lethal dose of 
these poisons. 

Dr. James J. Moornean, Chicago: Did you occlude the 
duodenum with the pancreas attached ? 

Dr. Eiseerc: It is occluded at the oral end, and the aboral 
end is united to the gut. A gastro-enterostomy is performed 
at either end; the secretions of the duodenum supposedly flow 
into the lower mtestinal tract. 

Dr. Moorneapn: How long did those animals live? 

Dr. Ersperc: Seventeen days; that is, after the secondary 
operation was produced by obstruction above this duodenal 


, aboral end of 
A, obstructed ileojejunum; 
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transplant; and that is about twelve days longer than the 
control animal by an obstruction placed at the same level 
with the duodenum inside. Our point is to show that the 
duodenum itself, and only the duodenum, with its outbuds, is 
the true cause of death from intestinal obstruction; and we 
do believe now that we have evidence it is not the duodenum 
alone, or the bile alone, or the pancreas alone, but the three 
working together,-and special emphasis is laid on the fact. 

Dr. James J. Moornean, Chicago: As to the cause of death 
from intestinal obstruction, we are still of the opinion 
expressed in our recently published article, namely, that bac- 
terial activity plus necrotic tissue, or the absorption of toxic 
products resulting from the action of putrefactive bacteria on 
necrotic tissue is the important factor. It is our intention in 
the near future to report results following complete extirpa- 
tion of the duodenum. 

Dre. Harry B. E:sperc, New York: As to A 
the lethal dose of Whipple’s proteose, we 
have been able to produce death within twelve 
hours with 150 mg. of the residue. The lethal 
dose, as far as the cause of death was con- 
cerned, depended, in part, on the individual animal. 
Some animals showed a greater immunity than 
others. 

In reference to the origin of this toxic material, 
which is described by Whipple as a proteose, our 
evidence is as follows: It is a laboratory product 


obtained from occluded loops of the duodenum and & 
jejunum. The important point is to remember the 


common origin of the duodenum, the liver and the 
pancreas. The lethal agent in true obstruction 
is a biochemical substance associated with the 
endocrine products arising from the epithelium of 
the duodenum and its outbuds, the liver and 


pancreas. Ge 


We agree with Dr. Moorhead that fat necrosis is 
a frequent and troublesome factor in any experi- 
mental work on the pancreas. His views regarding 
tissue necrosis as the cause of death in obstruction 
have been considered by ourselves and by others. 
Necrosis, except in occluded loops, plays no part H 


in true obstructive death. If a loop is occluded ———————>- 


with subsequent interference to its blood supply by 
distention, etc., and the intestinal canal is recon- 
structed, obviously there is no true obstruction. 
Death is then due to proteose intoxication arising 1 
from devitalization and autolysis of the intestine 


composing the loop. If not reconstructed there is ot nk. > 


a loop obstruction plus a true intestinal obstruction. seven days’ eso- 


This causes, in addition to the proteose, absorption Phageal 
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THE SILENT PROSTATE * 


JAMES A. GARDNER, M.D. 
BUFFALO 


The seriousness of prostatic obstruction in old men 
has long been recognized by the profession. The 
education of the public with regard to the neglect of 
this condition has made rapid strides during recent 
years. If the insidious growth of the obstruction 
interferes with the bladder outlet, it causes residual 
urine. The onset is so very gradual that the symptoms 
vary. According to Kidd,’ the onset may be divided 
into three clinical types. He sets these forth in such 
a concise form that I wish to use his classification : 
a: _ Ll. The Irritable Bladder Type.—A man 

between 50 and 60, who develops an irritability 
of the bladder, finds it necessary to get up at 
night. This frequency increases until he 
notices that he is also voiding frequently dur- 
ing the day time. He finds that when the call 
for urination comes it is necessary to find a 
convenient place quickly. This condition 
increases until finally after a year or eighteen 
months he has complete retention. 

2. The Painful Retention Type—A man 
apparently in good health between 50 and 60 
suddenly discovers that he is unable to pass 
his urine. After a few hours he is taken with 
painful cramps in the hypogastric region, and 
has an intense desire to pass his water, which 
he finds impossible, and he sends for a 
surgeon. 

A dose of morphin and a hot bath are 
usually all that are required to relieve this 
attack. These attacks are repeated until he 
finally develops retention when it is necessary 
to catheterize. These attacks are painful 
because his bladder muscle is in good condition 
and able to undergo cramping contraction. 

3. The Painless Incontinence Type—This 
|_Je: type, which I wish to emphasize in this paper, 
is pictured by the wasted old man whose diges- 
tive apparatus is upset, who has a continual 
obstruc- thirst, drinking large quantities of water, and 








: ‘ F tion, B’, twenty- it necessa i 
of unidentified toxins oral to the point at which eight days’ rectal who finds it ry to urinate every few 
the loop was made. These toxins are due to obstruction. minutes. 


endocrine disturbances of digestional epithelium. 

Thus we see that there is a great difference between the 
death following an occluded loop with or without recon- 
struction of the canal and simple surgical obstruction by 
clamp or simple suture. 








British Maternity and Child Welfare Act.—This act, 
as pointed out in a circular letter issued by Mr. Hayes 
Fisher, president of the local government board, enables 
local authorities to make such arrangements as may be sanc- 
tioned by the board for attending to the health of expectant 
and nursing mothers and of children under 5 not being 
educated in schools recognized by the board of education. As 
summarized in the Medical Officer, the local government 
board’s grant has now been made available, among other 
things, for hospital treatment of children up to 5 years of 
age; lying-in hemes; home helps; the provision of food for 
expectant and nursing mothers and for children under 5 years 
of age; créches and day nurseries; convalescent homes; 
homes for children of widowed and deserted mothers, and for 
illegitimate children; experimental work for the health of 
expectant and nursing mothers and of infants and children 
under 5 years of age. 


He is not able to control his urine, and often 
it dribbles away, soiling his clothes, and because of the 
offensive odor his presence is objectionable to other 
persons. Patients of this type frequently complain of 
backache. 

When they are examined they are very much aston- 
ished to find that the cause of their trouble has been 
a full bladder. They felt that the bladder was empty 
because they were urinating every few minutes. This 
is the type of case in which a complete emptying of 
the bladder at the first catheterization may bring about 
very serious results. 

The condition is due to complete painless atony of 
the bladder muscle, with retention and overflow, and 
the “lumbago” is caused by back pressure on the 
kidneys. 

It has been demonstrated repeatedly that it is the 
shape and not the size that causes the obstruction. I 





* Read before the Section on Genito-Urinary Diseases at the Sixty- 
Ninth Annual Session of the American Medical Association, Chicago, 
June, 1918. : 

1. Kidd, F. S.: Urinary Surgery, p. 333. 
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have in my collection two most interesting specimens 
showing this condition. 

One is from a man aged 83 who had 10 ounces of 
residual urine, and the other from a man aged 85 who 
had a pint of residual urine. Although the size of 
the second prostate was ten times the size of the first, 
the smaller obstruction caused just as much trouble as 
the larger one. In fact, the man with the larger pros- 
tate had been more comfortable, in that his prostate as 
it enlarged had not at first pushed in toward the 
urethra. 

Some of these patients progress with their residual 
until the frequency of urination sends them to the 
physician. Others may continue with broken rest, 
frequency and straining, till wet feet and chilled skin 
bring on retention, when they must be catheterized 
for relief. They may, however, fall into the hands of 
a surgeon like the one who put himself on record in 
a recent journal, stating that he had never seen a rup- 
tured bladder from overdistention, nor was there any 
record of such a case in the hospital in which he 
operated. He advised that nature be allowed to take 
care of the condition, completely overlooking the fact 
that the back pressure would injure the kidneys, and 
that the patient would die of “Bright’s disease.” 


DANGER OF ENLARGED PROSTATE TO KIDNEYS 


Urologists have endeavored for a number of years 
to impress on the profession that the danger from an 
enlarged prostate emanates from the injury caused by 
the back pressure. 

As I have stated before, the majority of patients do 
not remember when the first symptoms began. Pain 
is more often absent than present during the first year 
and a half. Consequently the patient sees no need of 
consulting a physician. It is during this time that 
irreparablé damage may occur to the bladder and 
kidneys. 

If the bladder muscle is strong, it may develop 
cramps, the muscle resenting the overdistention. 
There may be pain in one or both kidney angles from 
back pressure. This should not be overlooked and 
considered “lumbago,” as it is one of the very impor- 
tant symptoms. 

Obstructions of the lower urinary tract give rise to 
early destructive changes in the kidneys. The kidney 
pathology is not the only thing that occurs, for there 
is the secondary cardiovascular and metabolic dis- 
orders, which are often of sufficient prominence to 
mislead the physician, and cause him to overlook 
entirely the real source of the trouble. 

In a majority of patients presenting themselves for 
examination, we find that a urinary infection has 
already taken place. This may be confined to the 
bladder, but frequentiy the kidneys also have .been 
infected. It has long been recognized that if a patient 
has a mild urinary infection and recovers from it he 
becomes immune to a certain extent. This has fre- 
quently been demonstrated by the exceptional patient 
who has been catheterizing himself for a long time, 
and who is held up as an example in the community 
of a man not requiring operation. 

We know that 10 per cent. of patients leading a 
catheter life die from a general infection within two 
months... These patients, because of poor drainage, 
unfortunately are not able to withstand the onslaught 
af the bacteria. Crabtree and Cabot have shown that 
the patient with sterile urine after a few catheteriza- 
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tions develops colon bacillus pyelonephritis.*. This 
infection need not necessarily be a contamination 
caused by catheterization, but may be through the 
blood stream. 

As has been stated, the patient who has had a mild 
infection and becomes immune is a better operative 
risk. Recognizing the fact that all patients will have 
more or less infection following the cystotomy, 
whether by the suprapubic or peritoneal route, | have 
felt that if adequate drainage is provided, the severity 
of the infection may be better controlled. The effect 
of infection on the kidneys is a very definite one. The 
patient is irritable, restless, and usually complains of 
great weakness. The specific gravity of the urine 
drops, and the amount of secretion often becomes very 
scant. At this stage the phthalein test shows a very 
smalf output. Under vigorous elimination, the kidneys 
recover their equilibrium, and the patient improves. 

In the past when the single operation was performed 
in prostatectomy, this infection added to the shock of 
the removal of the large prostate often was a suffi- 
ciently deciding factor to cause death, or to cause great 
anxiety as to the prognosis. Following this, as the 
importance of the preliminary treatment was duly 
recognized, frequent catheterizations improved the 
patients and the mortality decreased. Then the indwell- 
ing catheter. was used, but many patients had such 
sensitive urethras, and the accompanying epididymitis 
occurred so frequently, that, although this seemed to 
be an improvement on frequent catheterization, yet it 
was not the ideal procedure. 


SUCCESS OF THE TWO-STEP OPERATION 


About this time, the two-step operation was evolved. 
Pilcher demonstrated that patients who are poor opera- 
tive risks are able to weather the strain, when operated 
on by this method. His arguments interested me and 
I have since followed out the two-step method with 
a series of 112 cases without a death. In the one hun- 
dred and thirteenth case, the patient died of embolus 
fourteen days after operation. 


The patient, No. 1390, aged 52, entered the hospital, March 
8, 1918, having 15 ounces of residual urine. Examination 
revealed no enlargement of the prostate per rectum. Cysto- 
scopic examination showed a small medium lobe. March 9, 
suprapubic cystotomy was performed under @rocain. March 
13, the phthalein test showed 40 per cent. for the first period 
and 20 per cent. for the second period. March 14, under gen- 
eral anesthesia, the medium lobe was removed. Convalesence 
was uneventful. The patient was sitting up in a chair on the 
fifth day after operation. On the fourteenth day, after being 
up two hours and eating his lunch, he prepared to return to 
bed for the afternoon rest hour. While getting into bed, he 
became cyanotic and died within five minutes. He had not 
complained of pain, and a short time before had spoken of 
feeling so well that day. 


Three quarters of the patients presenting themselves 
for operation have infected bladders, or if the bladder 
is sterile, the presence of the drainage tube will cause 
an infection. Again, if there should be a severe infec- 
tion of the wound, the patient can stand it much better 
than if he had the added burden of a prostatectomy. 

I believe that the surgical principles on which the 
operation is based are sound, and that the infection 
which is bound to occur may be cared for by free 
drainage with little risk to the patient. Aside from 





2. Crabtree, E. G., and Cabot, Hugh: Colon Bacillus Pyelonephritis, 
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giving free drainage to the urine, we incidentally pre- 
pare the operative field by having the tract walled off 
by granulation tissue. It is not infrequent in these 
cases that there is so much congestion, that following 
a simple cystotomy, blood is present in the urine for 
the following three or four days, and in two cases it 
hecame necessary to pack the bladder to control the 
hemorrhage. Undoubtedly these patients would have 
died if, in addition to the cystotomy, the prostate had 
been removed. 

Tumors which are large and succulent will in many 
instances decrease from one third to one half in size 
after drainage for one or two weeks, thus decreasing 
very materially the risk of hemorrhage following the 
second operation. With the two-step operation and 
the preparatory treatment we have not had the sec- 
ondary hemorrhage which, following the single opera- 
tion, has sometimes been fatal. 


ETIOLOGY 

llypertrophy of the prostate is a misnomer. There 
have been extensive embryologic, histologic and gross 
studies by urologists to determine what this condition 
is, with a number of varying opinions. In a study 
made on this subject* based on 100 specimens we found 
that the enlargement was caused by an adenomatous 
growth. These adenomatous nodules were found in 
one patient as early as 38 years of age, and the others 
developed between the ages of 40 and 60. The growths 
are best demonstrated by the use of the lowest power 
lenses on the microscope, or a simple lens. The most 
convenient is the dissecting microscope. By this 
method, it is very easy to pick out these little nodules 
in a slide containing a cross section of the prostate. 
In the younger nodules, one is attracted by the round 
or oval, deeply stained nodule around which may be 
seen a thickening of the adjacent tissue. A little later 
the epithelium has proliferated and, when seen with 
the higher powers of the microscope, resembles the 
epithelium of the prostate. As the adenomatous 
growth enlarges, it pushes the prostatic tissue to one 
side, compressing it so that it has been called the pros- 
tatic capsule. As this mass grows, as has been stated 
in the foregoing, it is the shape, not the size, that 
causes the obstruction. 

If the operation is performed by the suprapubic 
route, this mass is simply lifted out and does not inter- 
fere with the vesical sphincter, nor are the ejaculatory 
ducts injured. Neglect in properly interpreting 
various symptoms has caused mistakes in the diagnosis 
of prostatic obstructions. There are various condi- 
tions which may cause obstruction in a man between 
55 and 60 years of age. These cases should be care- 
fully studied to eliminate beginning of tabes, stric- 
ture of the urethra, diverticulum of the bladder, and 
growths, or stone of the bladder. 

If a patient’s reflexes are carefully tested, and a 
Wassermann test of the blood made, and if there is 
any question, tabes may be eliminated. Enlargement 
of the prostate is often mistaken for urethral stricture 
hecause the spasm causes an obstruction of the urethra. 
Diverticulum of the bladder may cause residual urine, 
and the symptoms of an obstructive prostate. Diver- 
ticulum is caused by an obstruction in the lower 
urinary tract, and often complicates the enlarged 
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prostate. It is quite essential to make the diagnosis 
of diverticulum previous to operation, so that the 
patient may understand that this condition should be 
cleared up following his prostatectomy, since it is not 
wise to subject him to a long operation at one sitting. 
The cystoscope will, of course, clear up the presence 
of stone, tumors of the bladder, median bar or diver- 
ticulum. 

Early obstruction in men between the ages of 45 
and 50 causes us to think of malignancy of the pros- 
tate. It has been stated that 25 per cent. of all cases 
of enlarged prostates are malignant. The growth 
usually begins in the center and, since the capsule is 
dense, it is some time before it breaks through. It is 
therefore essential that operation should be early, if 
permanent relief is expected. 

If a little care is given in the taking of history, an 
examination will easily demonstrate whether there is 
present a simple enlargement of the prostate or one of 
the other conditions obstructing the flow of urine. 
Diagnosis previous to operation is very essential in 
many of these weak old men so that the existing con- 
dition may be relieved with as little strain as possible 
on their reserve strength. 

The patients who present themselves with clear 
urine free of pus, in which chemical examination 
shows a small amount of albumin, often mislead the 
physician into believing that there is a chronic 
nephritis. In many of these cases, following the pre- 
paratory treatment, the albumin is markedly dimin- 
ished or clears up entirely, showing that it was caused 
by the temporary back pressure. The chemical and 
microscopic examination of the urine is important, but 
it does not demonstrate the kidney function. Though 
various tests for kidney functions have been advanced 
which are of more or less aid in deciding’ the quality 
of the surgical risk, I believe that in the phtlalein test, 
Geraghty and Rowntree have given us the simplest 
and most satisfactory one. : 


OPERATIVE PROCEDURE 


Our method is to have a functional test made when 
the patient first enters the hospital, and we are guided 
to a certain extent as to the time of performing the 
second operation by the improvement in this func- 
tional test. The patient who only excretes from 5 to 
10 per cent. during the first seventy minutes is a poor 
operative risk. On the other hand, when they excrete 
from 40 to 50 per cent., we consider them good opera- 
tive risks. This rule is not hard and fast, however, 
because we have operated successfully on patients 
who excreted but 10 per cent. during the first period 
of seventy minutes. The test is carried on for two 
periods of seventy minutes and fifty minutes respec- 


_tively. The excretion is frequently slow, and the 


greater portion of the dye may be passed in the second 
period. The phthalein test is not used as the sole 
index to the surgical risk, but the general condition of 
the patient aids us in our conclusions. As the patient 
improves under elimination, sweat baths and bowel 
washes, and when the urine is scanty, by the forcing 
of fluids, his functional test also improves. Following 
the primary cystotomy, the functional test frequently 
makes a marked drop, and then after a day or so begins 
to rebound again, demonstrating the advantage of 
dividing the shock into two parts. 

It has been our practice, the day after a patient 
enters the hospital to perform the primary suprapubic 
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cystotomy under infiltration anesthesia with procain. 
[he patient is given from one sixth to one third of 
a grain of pantopon (pantopium hydrochloricum) an 
hour before the operation. Because of the necessity of 
anesthetizing each layer, the primary operation occu- 
pies a longer time than if the patient was under gen- 
eral anesthesia. But the patient is not suffering from 
any shock, and we have a chance to prepare the tract 
for our second operation, taking care to open the blad- 
der as high up as possible. At this time the prostate 
may be examined, and our cystoscopic findings 
checked up. A large mushroom catheter is placed in 
the suprapubic wound for drainage, and a purse string 
suture makes a tight joint. The fascia and skin are 
sewed up in layers. Two days after the operation, 
the patient is out of bed. These old men do not do 
well lying down. The psychologic side should be 
catered to, as they feel they have made progress 
because they are able to be up and around. The 
mornings are occupied with elimination treatment of 
baths and bowel washes, while during the afternoons 
the patient is up and walking. As the general condition 
improves, incidentally his phenolsulphonephthalein 
output is improved, and he is prepared for the second 
operation. 

At the time of the second operation, a general anes- 
thesia of ten minutes suffices to stretch up the original 
opening and lift out the adenomatous prostate. The 
Hagner bag controls what little hemorrhage there is, 
and a large drainage tube of the Marion type is used in 
the suprapubic wound. The Hagner bag and the 
Marion tube are removed at the end of forty-eight 
hours. The bottle-pump designed by Bethune is then 
used. The wound is kept dry by this method and heals 
very rapidly. Usually after a week’s use, the opening 
is so small that the catheter attached to the pump may 
be removed, and the wound heals spontaneously. An 
indwelling catheter placed in the urethra for a few 
days assists the final healing. The patient sits up in 
bed the second day and is permitted to get out of bed 
the following day. It requires from three to four 
weeks for the average suprapubic wound to heal. 

I feel that one of the very important adjuncts to the 
treatment of these cases is the service of a good nurse, 
one who has been thoroughly trained in the care of 
these patients. They are able to do much to help 
them, both mentally and physically, and I feel that I 
am indebted to my nurses, to a great extent, for the 
good results that have been attained. 


MORTALITY 


An investigation recently made by Thomas,* of the 
operative reports of twenty-six representative general 
hospitals in Pennsylvania and the neighboring states, 
revealed the alarming statistics of 22.5 per cent. mor- 
tality as the result of 148 prostatectomies made during 
the year. Compare this, if you please, with the mor- 
tality rate of 4.33 per cent. for 1,375 prostatectomies 
by eight of the world’s foremost genito-urinary 
surgeons. 

H. H. Young has reported one series of 128 prosta- 
tectomies without a death, and I have completed a 
series of 112 unselected cases without a death. This 
very marked difference in statistics is caused, | think, 
by the attention to detail given by urologists. 





4. Thomas, B. A.: The Significance of Specializing in Surgery with 
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ABSTRACT OF DISCUSSION 

Dr. Herman L. Kretscumer, Chicago: I do not like the 
term Dr. Gardner uses, ‘the silent prostate”; it is mislead- 
ing. My experience with the so-called “silent prostate” was 
in the clinic of Zuckerkandl at Vienna. He repeatedly showed 
us patients that came in after being treated by the stomach 
specialists because of their gastric distress and various 
other ailments. These were cases that would naturally fall 
into this group. The prostatic picture, however, was in the 
background. If we will spend a littl more time in getting 
good histories and eliciting the sequence of events with 
regard to the symptoms mentioned by these patients, the 
prostatic symptoms will overshadow the immediate symptoms 
of which the patients complain. The term “the silent pros- 
tate” should not be reserved for cases of benign hypertrophy 
That term can also be used for cases of chronic infection in 
the prostate when the patients have neither urinary distress 
nor sexual symptoms, and in which the patients suffer from 
a number of complaints, such as arthritis, neuritis, etc, 
whereas in cases of benign hypertrophy the urinary symptoms 
always predominate. I was glad to hear Dr. Gardner say 
that he is not guided by his figures with regard to functional 
tests between the two stages. Functional tests should be 
made. They help out; they should be the most important 
part in determining when the second operation should be done. 
They are one of the links in the chain of evidence. The 
general condition of the patient, his appetite, whether or not 
he gains weight, the character of the urine, and whether 
the infection clears up, should all be taken into account. 
I quite agree that we should make these functional tests but 
we should not rely on them absolutely. My experience has 
been the same as his, that after the preliminary cystotomy 
there is a drop in the function, and afterward the function 
returns almost to normal. - 

Dr. James B. Cross, Buffalo: I would like to emphasize the 
importance of each step of the two-step operation. The prin- 
cipal dangers of prostatectomy from the mortality standpoint 
are shock, relief of back pressure and hemorrhage. Both shock 
and hemorrhage are much reduced by reduction in congestion 
of the prostate after the first step. In a large adenomatous 
prostate, where the middle lobe sticks up in the bladder, when 
you go in the second time, you find that the gland is reduced 
one-third to two-thirds in size. This certainly goes a long 
way toward reducing hemorrhage. Dr. Gardner is now using 
the Hagner bag. It never appealed to me that putting a 
rubber bag under pressure at these bleeding points was really 
good surgery. The results have been good, however. Dr. 
Kretschmer spoke of going on the general appearance as 
much or more than on functional tests in regard to the time 
of the second operation. I think that is very true. In a 
case I had last month the man picked up very rapidly after 
the first operation, but his function would not get over 
20 per cent. for two hours. After ten days we gave him by 
rectal drip 12 ounces of Fischer's solution with 10 per 
cent. glucose, each twenty-four hours, without any difficulty. 
Three days later his functional test jumped to 28 per cent. 
We kept this up for ten days, then performed a second opera- 
tion, without any ill results. 

Another big feature in the statistics of nonmortality has 
been the specially trained nurses. In Buffalo we use female 
nurses entirely who are trained in wards before they are 
put on private cases. In order to provide a stimulus for 
them to take up this work, they are entitled to $35.00 a week 
in place of the $28.00 which the ordinary nurses get; and in 
that way we have a number of girls who are exceptionally 
good in this work. 

Dr. J. Bettincer Barney, Boston: In reference to the 
Hagner bag, we have used it with good success. The bag 
has sometimes broken after the patient has been put to bed, 
and the tube was broken. In each instance, the bag ceased 
to perform the function for which it was designed and yet 
no alarming hemorrhage occurred. Sometimes during the 
removal of the bag the handle has come off. Were it not for 
the fact that a strong silk ligature was attached to the tube 
at its junction with the bag as well as to the handle its 
removal would be a matter of great difficulty. 

















\s regards the introduction of the bag we find that unless 
the edges of the prostatic capsule are tucked down while the 
hag is being blown up it does not control the hemorrhage 
properly. 

We have also had some experience with regard to the value 
of special nurses. Our male nurse looks after these prostates 
with the utmost care, and we consider that the good results 
we have had are due largely to this man’s faithful and 
efficient attention to every minute detail. 

We also have found that the perineal operation is of very 
great value, particularly in old and feeble men. I cannot 
understand—I do not think it has been satisfactorily 
explained—why it is that in perineal prostatectomies there 
is practically never the amount of hemorrhage that one finds 
in suprapubics. We have had two cases lately where there 
was a very profuse hemorrhage immediately after the peri- 
neal prostatectomy, and something had to be done. We have 
tried every means of packing around the tube with gauze, 
holding the bladder neck down, but without much success; 
so that in these two cases we have used the Hagner bag 
in the reverse position, simply putting it empty into the 
bladder, blowing it up and pulling it down against the neck 
of the bladder and attaching it to the leg. That immediately 
stopped the hemorrhage. In one case the bag was removed 
after eight hours, in another case after twenty-four hours. 
In the meantime the patient passed three ounces of urine by 
urethra. 

Dr. Bernarp Erpman, Indianapolis: In a very large 
experience in prostatic work with Dr. Wishard and Dr. 
Hamer, we have never had the misfortune to have the bag 
come apart in any way. 

| have a bag of my own which I have used not less than 
ten times. | have no hesitancy in boiling it to sterilize it. We 
use commonly two sizes of the Hagner bag. The smaller 
one we use where we have a small growth, and the larger 
one when we have large and easily and readily enucleated 
growths. 

The crutch which Dr. Hamer presented to the American 
Urological Association last April is of inestimable value. 
It gives all the tension you want to make, and at the same 
time allows you to increase that tension, and it will deflate 
and allow the crutch as well as the bag to remain in the 
bladder. In the event that you have considerable oozing 
coming up you can again inflate the bag, put the tube through 
the opening in the crutch, drag it down tightly against the 
surface, and stop the bleeding. Dr. Barney is right when 
he says that if the bags are not well brought down into the 
prostatic opening after the enucleation is made the liability 
to hemorrhage is increased. 

| have heard considerable expressions of opinion here 
about anesthesia, spinal, and general, but very little about 
gas. We use gas, oxygen and ether in practically every 
instance. In the summer of 1906, in Vienna, I had the pleasure 
of seeing Dr. Zuckerhandl do between 100 and 200 major 
genito-urinary surgical procedures below the umbilicus, with 
the use of tropacocain. They were in the habit of making a 
spinal puncture, withdrawing about 5 c.c. of spinal fluid; they 
use tropacocain in 0.5 c.c. of spinal fluid, and then with a 
syringe allowing it to flow in very slowly by gravity, then 
lowering the syringe, allowing the spinal fluid to flow off into 
the syringe; and in that way mixing more or less of the spinal 
fluid with the tropacocain, allowing sufficient time before 
beginning the operative procedure. 

Dr. Oswatp S. Lowstey, New York: I have always 
felt that any sort of an inflated bag in the neck of the blad- 
der was wrong in principle. We know that the bladder will 
contract when distended; and if we put a bag in that causes 
sufficient pressure to stop bleeding the sphincter will tend 
to contract spasmodically with the result that it will be more 
apt to continue the bleeding rather than stop it. It seems 
to me to be much the easier procedure to put in a great big 
tube; in the first place, to stop the bleeding at the time of 
the operation, which is the proper thing to do. If there is 
sufficient bleeding to be embarrassing, then the patient should 
be placed in the Trendelenburg position while yet under the 
anesthetic. It can then be determined within one minute 
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whether the patient is going to bleed seriously and bleeding 
points clamped and tied. It seems to me much more desirable 
to put in a small amount of packing, which can be increased 
if necessity demands, rather than put in a distended rubber 
bag which causes this spasmodic contraction resulting in 
continuation of the bleeding. The matter of suction, or the 
matter of proper tight fitting drainage after the operation seems 
to be important. I believe in the suction apparatus, because 
it is important to keep the patient well drained and dry. Ii 
suction apparatus is used properly it will not cause additional 
bleeding, because we put in a big tube and inside of that 
put a smaller tube which does not reach to the bladder, it 
only causes suction within the large tube; and then we attach 
that to the ordinary suction apparatus. There are various 
methods of drainage suction devices. Dr. Byron T. Caples 
at Bellevue has devised a vacuum suction apparatus which 
works very well. 

Dr. W. C. Quinsy, Boston: In the control of hemorrhage 
following suprapubic prostatectomy I have never had to resort 
to the use of the Hagner bag; I have always had one avail- 
able, but have never had to use it. It has always seemed to me 
that one of the main aims to be strived for and which should 
always be accomplished before putting the patient back to 
bed after suprapubic prostatectomy, is a sufficient control of 
the hemorrhage at the time of the operation. When this 
has been adequate there will be no qualms in regard to the 
patient’s subsequent career with respect to hemorrhage; and 
therefore, as Dr. Lowsley and so many of you have advocated 
in the past, and still continue to advocate, I have always 
inspected the prostate bed very carefully and ligated any 
bleeding that was definite enough to need ligation. I have 
found that the use of a gauze tape soaked in a coagulant 
(kephalin) and packed for a few moments into the cavity 
from which the gland has been removed is really of distinct 
advantage. After the bladder wall is nearly sutured and just 
before the drainage catheter is adjusted this tape is removed. 
I mention this as an added means which we make use of to 
prevent undue bleeding. 

Dr. Bernarp ErpMan, Indianapolis: If you are going to 
put anything in the bladder why put in the gauze? If the 
Hagner bag prevents contraction of the bladder neck, the 
gauze will certainly prevent it. Packing the gauze down into 
the wound would not offer anything at all superior to the use 
of the Hagner bag, and has one disadvantage in the fact 
that when you remove the gauze it always causes a great deal 
of pain to the patient because it is packed down so tight 
and the blood makes it stiff and hard; whereas if you use 
the bag you can lubricate with sterile oil or water. You can 
inflate the bag and if there is any bleeding after a couple of 
hours you can continue to tighten up on the bag. If you do 
use the bag, be sure that it is packed down and that the 
opening is well closed. Dr. Pilcher a short time ago called 
particular attention to the use of the bag with a catheter 
arrangement. The introduction of a catheter is another ele- 
ment of danger; and for that reason we have simply used 
the bag together with a tube in those instances where the 
patient has no severe bleeding, packing with homoplastic 
gauze first if severe. Then you can go home and forget all 
about it. 

Dr. Oswatpo S. Lowstey, New York: The criticisms 
of Dr. Erdman are not well taken. In using gauze we 
pack the prostatic cavity, not the neck of the bladder. 
In using the bag you compress the neck of the bladder. I 
approve of the use of any styptic. 

Dr. Gustav KottscHer, Chicago: As to the hemorrhage 
after a prostate enucleation, I am convinced that a great many 
of these prostatics who die after the operation under all kinds 
of very scientific diagnosis, simply ooze themselves slowly 
to death into their bladder. Their resistance is so lowered 
that they cannot resist the infection which occurs after a 
prostatectomy. Some years ago I suggested the running of a 
hemstitch around the edge of the prostatic cavity and then 
securing the bleeding points in the bottom by ligatures. 
That prolongs the operation very much, being a painstaking 
affair, and is generally not sufficient. It does not check paren- 
chymatous oozing. 
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Whether you use the Hagner bag or gauze for compression 
there is always one objection, you have to remove the bag or 
whatever it may be, and then you may have a secondary 
hemorrhage, which is very dangerous for an old man, and 
hard to stop. 

In discussing this sloughing around the tube we have 
used for draining the bladder, Dr. Schmidt pointed out the 
possibility that we may have to deal with idiosyncrasies 
against rubber. Recently I have used glass tubes, instead of 
rubber tubes, and it seemed to me that the sloughing around 
the drainage point has been reduced to some extent. You 
may ask how we are going to stop the hemorrhage. | do 
that by transplanting fat into the cavity resulting from enu- 
cleation of the prostate. You put in a tampon that is not to be 
removed. Part of this fat, as proved by experiment, becomes 
attached, and part of it will float out in drops or chunks. 
(Of course, you have to be careful to fasten the fat into this 
cavity, to tie it down with one suture; otherwise the fat will 
slip out of position. One of my associates put fat in and did 
not anchor it properly; the bladder closed up, and finally 
a stone formed around this fat. 

The introducing of a catheter after a prostatectomy presents 
a great danger. Whenever you introduce an instrument 
you may produce very intense inflammation. The checking 
of the hemorrhage is absolutely important, but you will often 
hear statements that there is no considerable hemorrhage, 
or that the hemorrhage is fairly well controlled, etc. That 
is not good surgery. We have to be sure that the patient 
does not bleed after closing the wound, and that he will not 
bleed afterward, whether it be one or two days. The patient 
must not bleed at all; and you must have a guarantee against 
subsequent hemorrhage. 

Dr. L. E. Scuomipt, Chicago: I want to make the same 
plea that Dr. Gardner has with regard to the two-step opera- 
tion. There is no question in my mind at all as to its success 
if it is carried out the way the doctor describes, allowing 
a period of time to elapse which varies in different individuals. 
Between the first and second step I oftentimes allow any- 
where from one month to two or three months to elapse; 
occasionally allowing the patient to go home, particularly 
if they come from the country, letting them take their own 
time practically, instructing them to return when they feel 
thoroughly recuperated. With some individuals who are 
in exceptionally good condition, possibly a week or ten 
days, or two weeks may be allowed; but, as a rule, a longer 
period of time is permitted to elapse. Of course, if you take 
into consideration the entire length of time of their stay in 
ihe hospital, the two-step operation is unquestionably longer. 

So far as the hemorrhage is concerned, I want to say that 
| have lost only one patient in over three years in private 
practice in connection with the two-step operation, and this 
death occurred from embolism four weeks after the second 
operation. As far as hemorrhages are concerned, | am under the 
the impression that carefulswork in the enucleation eliminates 
the necessity of using a lot of these apparatuses, packing, etc. 
| have been in the habit, particularly in the last few years 
since I have been doing the two-step operation in which 
the hemorrhages are as a rule far less than in the one-step 
operation, of eliminating as much as possible the use of these 
various methods of stopping hemorrhages. I have been in 
the habit, though not able to state positively the exact benefit 
derived, of using various preparations, such as serums. It 
has struck me that excessive hemorrhage has been far less. 
The hemorrhage has been practically cleared up in the course 
of six or eight hours in most of the cases sometimes at the 
end of twenty-four hours. I think, therefore, if you can 
avoid the unnecessary use of the bags and packing it will 
avoid a lot of disturbance to the patient, particularly when it 
comes to the removal of these bags and gauze which we know 
are productive of pain; and as we know also, if they remain 
any length of time, the reaction in old people who have 
cardiac troubles is of great severity. 

Dr. V. D. Lespinasse, Chicago: In regard to the trans- 
plantation of fat as a hemostatic, we have found that in addi- 
tion to the mechanical effect of a foreign body we have a 
certain amount of hemostatic ferment produced from the 
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breaking down of the cells of the fatty tissue that aids in the 
coagulation of the blood. These hemorrhages from the 
prostatic capsule can be controlled perfectly by the use of 
almost any of the hemostatic powders that are on the market 
now, either powders or semiliquids, they are all of value. 
Most of them are finely ground tissue, lung, brain, etc. Some 
of them are serum with the water driven off in vacuo, the 
residue dried and powdered. The best of these hemostatic 
powders is made by the addition of very weak acetic acid 
to an extract in cold water of ground lung, which makes a 
brownish powder which I have used very extensively for 
many years, for hemorrhages of the bladder, long before these 
hemostatic powders came on the market at all. You can 
sprinkle it on gauze and then hold the gauze on the bleeding 
surface; the bleeding ceases almost at once and the bladde: 
cavity is perfectly dry when you have completed the operat: 

Another point about hemorrhage, if the patient is septic, he 
is more liable to bleed than if he is not septic. With most «! 
the types of sepsis there is a disturbance in the mechanism 
of clotting of the blood, and these patients bleed much more 
easily and much more persistently than do perfectly normal 
individuals. The sepsis produces a certain amount of hem 1- 
ysis so that the control of the sepsis has a very important 
bearing on the prevention of hemorrhage. 

Finally, when everything else has been done and the bleed 
ing still continues, fill the patient’s blood vessels with blood 
by some of the methods of transfusion. A patient should 
die simply from loss of blood. This calamity in this day and 
time is inexcusable. They should be filled up time after time, 
and then, if they keep on bleeding after one or two trans- 
fusions, try to stop the hemorrhage. The transfusion should 
be repeated from time to time as may be necessary The 
transfusion fulfills two purposes; it replaces the lost blood 
and aids the patient to overcome his sepsis. 

Dr. C. M. Harpster, Toledo, Ohio: Are we thoroughly 
convinced that the removing of the entire amount of urine 
from the bladder of a patient suffering from overdistent:on 
and retention suddenly, conduces to shock, and sometimes 
the death of the patient? I, for one, am. I have used success- 
fully a considerable number of times, and heartily end: rse 
the method of Lower in these cases where the patien is 
desperately sick, with retention and distention, and he | as 
been severely traumatized by the attempts of the attending 
physician to pass a sound or catheter. I pass a large tric: 
just above the pubes (the intestine will not be over a dis- 
tended bladder) and pass a large catheter through the troca: 
and fix the catheter in position with a stitch through the 
skin high on the catheter, or fix the catheter with the catheter 
retainers of Euard. By having an artery clamp on the end 
of the catheter, the urine can be let out at will. In some of 
my cases, before removing the prostate, where an acute 
retention has occurred, | have left the catheter in posite on 
three or four weeks. In this way I have been able to relieve 
the back pressure, and at the next sitting the prostate can 
be removed perineally or suprapubically as desired. In a num- 
ber of cases | have done a perineal prostatectomy after t's 
method of suprapubic drainage has been used for some weeks. 

Dr. MacGowan: Do you cut down on the bladder? 

Dr. Harpster: No; I place catheter in the bladder, through 
the trocar, and fix the catheter with a stitch or otherw:se. 
No anesthetic is necessary, as a rule, although I have on 
several instances infiltrated with procain. It can be done 
in a minute. There is no shock or disturbance to the paticnt. 
I have never seen extravasation of the urine occur as is 
claimed by some. If properly done you will not puncture any 
bowel or have any extravasation of urine. 

Dr. Granvitte MacGowan, Los Angeles: 1 have seen 
peritonitis and urinary infiltration following the use of the 
trocar and disapprove of it. The discussion has proved proiii- 
able in making prominent the devices for the control of 
hemorrhage. First, the Freyer tube; for many years | com- 
bated its usefulness, but after having employed all kinds of 
systems of drainage and appliances and devices for stopping 
hemorrhage in the past four years, I have satisfied myseli 
that the great big tube of Freyer has every advantage to 
commend it, in safety for the patient and comfort for his 
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attendant. The tube must be sufficiently large so that it 
wives free exit to all drainage and must not touch the bottom 
of the bladder or come in contact with the internal sphincter, 
for it will cause intermittent irritation and tenesmus which 
will produce the hemorrhage it is sought to avoid. Any 
ordinary hemorrhage after a prostatic operation will be con- 
trolled by this tube. Dr. Louis Schmidt seeks to prevent 
hemorrhage by commencing at the anterior angle of the gland 
and helieves one is less likely to break into the capsular 
network of the veins in this way, which seems reasonable. 
Whenever one packs the cavity, the gauze cannot be removed 
without danger of secondary hemorrhage until it has loosened 
itself. I have had some very disagreeable experiences follow- 
ing removal of gauze packs from prostatic cavities. I have 
never had occasion to try Dr. Kolischer’s idea of using fat 
in the prostatic cavity as a hemostatic. 1 cannot convince 
myself that it is a right surgical procedure in a hollow viscus. 
It is valuable about the kidney pelvis when some small blood 
vessel has been wounded in closing the incision and its oozing 
cannot be controlled by ligature. 

The bag of Hagner is not an unalloyed comfort. I would 
not like to be without it. It has, at times, been of great 
service; at other times it has seemed to provoke, through 
causing tenesmus, the hemorrhage it is designed to prevent 
or to stop. If the hemorrhage is very smart and persistent 
in the abdominal incision, one should allow inspection of 
the cavity; if any blood vessels are seen spurting, they should 
have a ligature placed on them, or the tissues of the bladder 
neck basted over with a running sature of catgut, as well 
as possible. 

Dre. James A. Garpner, Buffalo: Dr. Kolischer has 
answered Dr. Kretschmer’s criticism of the “Silent Prostate.” 
lhe patient does not recognize it and the general practitioner 
does recognize it but treats the patient for somthing else, 
and the name “silent prostate” was used for that reason. 
There is no question that many patients bled to death after 
prostatectomy without our realizing it when the continual irri- 
gation was used. The patient was supposed to be dying of 
shock, when they were really dying of hemorrhage. 

| fill the Hagner bag with water. Water is very much more 
satisfactory than air. 

I like the Pilcher modification of the Hagner bag because 
we get the benefit of drainage through the tube that is in the 
urethra. The reason | have used the Hagner bag when 
there has been no severe hemorrhage was that I could not 
seem to stop the oozing, because, as Dr. Kolischer has brought 
out—and I agree with him—those cases which have looked 
all right at the time of operation, and were not bleeding 
much, developed a good deal of hemorrhage in from one to 
twelve hours. 

For a number of years before I used the Hagner bag I 
packed the prostatic cavity with gauze. After twenty-four 
hours, as the urine softened the upper layers, the gauze was 
removed. This procedure was performed every four hours, 
until all the gauze came away, which usually took about 
twenty-four hours. 

We use practically the same thing as Dr. Hamer’s crutch 
with a slight modification; instead of using the clamp to take 
up the tension on the tube, we use some cord with a sailor's 
knot which does not slip and yet incidently does not shut 
down the caliber of the tube; therefore, through this tube 
vou have drainage unless it is clogged by a clot. 

| am very glad to second what Dr. Schmidt said about 
allowing time to elapse between the first and second opera- 
tion. | think it is very important. I have had patients go 
three months between the first and second operation when 
it would have been absolutely impossible to operate on them 
safely when I first saw them, but having a chance to build up, 
they became very simple cases. 

We have had a few patients every year who absolutely 
refused a prostatectomy, saying that they would rather die 
than be operated on. I inform them that they need a slight 
emergency operation under local anesthesia and that they can 
go home in about a week’s time. Following the placing of the 
Pezzer catheter in the suprapubic wound which usually closes 
in a week, they are permitted to go home with instructions to 
use sweat baths; have the bladder washed daily and keep 
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the bowels open. After being home for a week they return, 
stating that they feel very much better but that the supra- 
pubic drainage was rather inconvenient. It is very easy at 
this time to persuade them to have a prostatectomy. 

Dr. Harpster spoke about Dr. Lower’s trocar. I was very 
much pleased when I got my first oné. I tried it on two or 
three occasions but found that it seemed to irritate the 
patients. My main objection is that men who could use it 
safely can just as easily do a suprapubic cystotomy, and those 
who cannot perform a cystotomy will either go anterior to the 
bladder or behind into the intestines. 





ACUTE COLON BACILLUS INFECTION 
OF THE URINARY TRACT* 


J. DELLINGER BARNEY, M.D. 
BOSTON 


Much careful and fruitful study has been given 
the question of acute nontuberculous renal infection. 
The work of Brewer, Cunningham, Keyes, Jr., David, 
Cabot and Crabtree, and finally, that of Culver, 
Herrold and Phifer shines forth brilliantly and forci- 
bly. At the same time there is no denying the fact 
that cases of the type mentioned go frequently unrec- 
ognized, or are wrongly diagnosed, or, by a mistake 
in judgment, the patients are operated on unneces- 
sarily. The object of the present communication is 
to emphasize certain points in the diagnosis and treat- 
ment of these cases, in the hope that they may be 
recognized more readily and treated more intelligently. 

My observations are based on a series of cases seen 
during the past year, all but one occurring in private 
practice in well-to-do young men. 

From an etiologic standpoint we know that the colon 
bacillus was responsible for the lesion in each case, 
but the exciting factor, the exact circumstance which 
started the colon bacillus to assume its extraordinary 
activity, is still in the dark. Why should an apparently 
healthy person without obvious abnormality of any 
part of the urinary tract and with urine known, in 
many instances, to have been previously normal, 
suddenly and without demonstrable cause become 
thoroughly infected by the colon bacillus? Such was 
the situation in four of my patients, the condition of 
whose urine was known just before the onset of the 
infection. In these patients, as well as in the others, 
there had been no urinary disturbance of any sort, 
subjective or objective, recent or remote. 


POSSIBLE EXCITING CAUSES 


By careful examination and inquiry certain possible 
exciting causes were demonstrable. In the first place 
all gave a definite history of being unusually “run 
down” from mental or physical overwork. Three 
were students in the midst of final examinations, 
anxious and underweight; one was a civil engineer 
with a difficult job on his hands and four weeks pre- 
viously the victim of an automobile accident, with 
severe lacerations of the leg which had become mildly 
septic but which were nearly healed at the time of onset 
of the kidney infection. There was no trauma to the 
body but the patient was more or less shaken, twisted 
and bruised. Another was a mail clerk, handling 
more than his share of heavy mail sacks; the fifth 
was an undernourished, hardworking laborer, who led 
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a most unhygienic life; the sixth was an exceedingly 
husy Chicago doctor, who noted the onset of his 
trouble after an unusual physical effort in lifting a 
heavy patient. In this case, however, as well as in 
one of the students, the civil engineer and the laborer, 
a chance examination of the urine previous to the 
infection showed nothing abnormal. 

It has been demonstrated beyond a doubt by numer- 
ous careful observers, not only that organisms of all 
sorts, such as cocci, colon, typhoid, anthrax, leprosy 
and tubercle bacilli, may and do circulate freely in 
the blood stream, but also may be and often are 
excreted by the kidney without producing demon- 
strable lesions in that organ. Cabot and Crabtree,’ in 
their recent exhaustive study of nontuberculous renal 
infections, after an examination of all the evidence, 
conclude : 


The array of apparently conflicting testimony has brought 
certain eminent observers to the conclusion that in cases 
where no lesion was discovered it was because a slight lesion 
had been overlooked. This we believe to be an entirely unwar- 
ranted conclusion. In view of the fact that insoluble sulb- 
stances have been shown to pass the kidneys without damage ; 
in view of the fact that many competent observers have passed 
hacteria through the kidney repeatedly and then examined 
these kidneys after sacrifice of the animal; and in view of 
the fact that we are daily accepting the clinical evidence 
obtained by the study of patients in regard to the integrity 
of their kidneys, we cannot avoid the conclusion that bacteria 
pass the healthy kidney. That they do not do so always, 
or under all condtions, simply confirms the well-known fact 
that local conditions in the kidney and general conditions in 
the organism influence the occurrence or nonoccurrence of 
infections. While we are prepared to admit the accuracy 
of all the observations above quoted, they seem to us to prove 
conclusively that organisms circulate in the blood and pass 
through the kidney, in many cases without producing any 
lesion and in many other cases with the production of various 
lesions. 


My own experience confirms this view. One patient 
whose urine was known to be normal before the onset 
of symptoms, and who was desperately ill as a result 
of his infection, made a speedy and uninterrupted 
recovery and has had an absolutely clear and sterile 
urine ever since, now nearly a year since his illness. 
Two others who were seen shortly after recovery had 
but a few leukocytes and colon bacilli in the urine, in 
contrast to the enormous numbers of both elements 
found during the height of the infection. It is obvious, 
therefore, that the most severe infections may go on 
to complete recovery without operative interference, 
assisted only by nature and such palliative treatment as 
we have to offer. While no definite statement may 
he made, it is possible that this may account for some 
of the miraculous cures of kidney infection reported 
after lavage of the renal pelvis with various solutions, 
notably the solution of aluminum acetate advocated 
by Koll? 

It is also obvious from a study of my cases and those 
of others that infection, once established in one or 
both kidneys, may continue almost indefinifely in spite 
of all effort to relieve it, and without any demonstrable 
harm to the organ or to the individual. For example, 
one of my patients had bilateral infection of the kid- 
neys. Constitutional disturbance, loss of weight, 
anorexia and backache were marked and persistent, 
and the temperature was elevated for many days. 
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Today, three years after his acute illness, the urine 
contains innumerable colon bacilli and pus cells. | here 
is, however, no temperature at any time, there are no 
symptoms referable to kidney or bladder, and the 
patient has gained steadily in weight and strengt). 
In other words, he has immunized himself to the 
infection and it is unlikely that, barring some genera! 
or local devitalizing factor, he will have an exacer- 
bation of the original process. Such, at any rate, has 
been my experience. 


NATURAL AND ARTIFICIAL IMMUNIZATION 


This case has followed closely the order of events 
seen in patients with obstructing prostate. The 
residual is at first clear and uninfected. With the 
establishment of bladder drainage, either by supra- 
pubic cystotomy or by an inlying catheter, infection 
of the bladder soon makes its appearance, closely fo!- 
lowed by kidney infection with an accompanying rise 
of temperature, generally ushered in by a chill, back- 
ache, malaise, a drop in the daily amount of urine, 
and a decrease of renal function. In other words, 
we have produced more or less artificially and with 
malice aforethought the very condition of affairs seen 
in the cases the reports of which form the substance 
of this paper. Yet experience has shown that this 
renal infection is beneficial rather than otherwise, 
and is bound to occur sooner or later. If, however, 
it takes place before operation, the patient weathers 
the storm fairly well, immunity is established, and no 
further exacerbation is to be expected. On the other 
hand, if such an infection occurs just after, instead 
of before operation, it goes hard with the patient, 
who then has the onerous task of immunizing himself 
against infection while he is battling with the effects 
of the operation. The load is often more than he can 
carry and he falls by the wayside. 

That there is such a thing as natural immunity to 
colon bacillus, I think all will agree. Artificial immu- 
nity is, however, more difficult to accomplish. Some 
time ago, my colleague, E. G. Crabtree, working in the 
laboratory of the Massachusetts General Hospital, 
found that the blood of a normal young adult would 
clump colon bacilli in a dilution of about 1:40. In 
patients with an infection of long standing with this 
organism, the immunity was much higher, sometimes 
1: 600. In view of this, studies in artificial immunity 
were undertaken with what seemed at first to be 
marked success. The immunity, as measured by what 
was believed to be accurate means, was found to 
increase progressively with each dose of vaccine, and 
many cases of obstructing prostate with uninfected 
urine were carried through operation and convales- 
cence with no evidences of infection. 


SYMPTOMS 

My belief is that renal infection with or without 
obvious cause in kidney or bladder may, and often 
does, begin insidiously and may even go on for years 
without the patient’s knowledge. Such is the case 
in the old man who presents himself with an obstruct- 
ing prostate and with a well marked pyelonephritis, but 
from whom no history of any acute infection can be 
elicited. But when his infection comes on aiter 
catheterization in a previously sterile urine, it resem 
bles in its severity and sudden onset the infection seen 
in the cases under consideration. ‘The difference is 
that in the one case we can locate the determining 
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cause, namely, the catheter; whereas in the other, we 
are forced into more or less speculation and theorizing. 

In the acute renal infections now under considera- 
tion, sudden and severe bladder irritability was the 
first symptom noted in every instance. This included 
frequency, urgency, and dysuria and hematuria (both 
generally terminal) in various combinations and 
degrees of severity. In this respect my experience 
differs with that of Culver, Herrold and Phifer*? who 
found that biadder symptoms stood third in order of 
frequency, time of appearance, and predominance. It 
is notable that colon bacillus infections of the urinary 
tract of long standing and less severity generally pro- 
duce no bladder symptoms whatever. 

Symptoms referable to the kidney were noted in 
only four cases, appearing either just after the onset 
of the disturbance or not for some days later. In one 
there was generalized lumbar pain, in another the 
symptoms pointed only to the right kidney, while in 
two attention was called only to the left kidney. Ten- 
derness in the costovertebral angle was noted in all 
these cases corresponding to the seat of pain, and in 
those with the most severe infection it was extreme. 

In only two cases was there a chill, either at the 
onset of infection, or during its course, but both 
patients presented a severe infection, and in one, 
from whom a blood culture was made at the height 
of the chill, the colon bacillus was found. While 
the results of blood cultures have often been unsatis- 
factory, I can state from a considerable personal 
experience in these and other renal infections that if 
one follows the technic developed by Crabtree, the 
findings will be more satisfactory. The latter, “in a 
series of thirty-two cases obtained positive blood cul- 
tures in 40 per cent., a ratio larger than that ordinarily 
obtainable in typhoid fever, which is admitted to be 

bacillemia.” The secret of success lies in taking 
the culture at the height of the chill as in malaria, and 
the order of events, if studied closely, will be found 
to be bacillemia, bacilluria, pyelitis and pyelonephritis. 

A symptom noted in one of my cases, and one to 
which | have not seen atteption called elsewhere, was 
severe urethritis, with a profuse purulent discharge 
containing the colon bacillus in pure culture. So 
marked was the urethritis, dysuria and urgency that 
the resemblance to an acute prostatitis of gonococcal 
origin was very strong. 

A composite history of these cases embodies many 
of the clinical symptoms of typhoid fever. Indeed, 
such was the probable diagnosis in a group of cases 
(not recent) from the Massachusetts General Hos- 
pital, studied by Cabot and Crabtree. These authors 
believe that: 

These cases simulating typhoid and due to the colon bacil- 
lus, in other words, cases of ‘colon bacillus bacillemia, are 
much more common than has been generally supposed. The 
records of any large hospital during recent years will show a 
considerable number of these cases in which clinical symp- 
toms suggest typhoid, but the diagnosis could not be con- 
firmed and they were finally discharged cured, often with a 
diagnosis of paratyphoid. A_ correct solution can be 
obtained only by careful study of the blood and urine with 
good technic, and particularly when they are seen at an early 
stage of the disease. 


Cystoscopic examination of the bladder yields but 
little information. The mucosa is in some instances 
velvety and deeply injected, perhaps more on one 
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side than the other, but often there is no special 
change. Catheterization of the ureters, however, 
gives more definite data. In three of my cases the 
urine from each side was loaded with colon bacilli 
and pus, while in another colon bacilli alone. were 
found. Subsequently, however, the urine from both 
kidneys showed pus as well as bacilli. It has been 
interesting to note that in no case has there been any 
appreciable decrease of renal function as shown by 
the phenolsulphonephthalein test, either as regards 
time of appearance or total output. In this respect, 
my observations in these cases differ from those in 
cases of obstructing prostate, wherein after the onset 
of renal infection and pyelonephritis a drop in function 
is not yncommon. Pathologic evidence would indicate 
that this is due to an “acute cloudy swelling of the 
kidney, probably involving chiefly the tubular portion. 
That this process is short-lived and goes on rapidly 
to practically complete recovery is suggested by the 
return of kidney function and conclusively proved by 
the appearance of the kidney postmortem.”* Clinical 
evidence is sufficiently abundant to bear out this con- 
clusion, and it may be argued that in my own cases 
the observations were made either before any patho- 
logic changes had occurred in the kidney or after they 
had cleared up. 


SEARCH FOR FOCUS OF INFECTION 


A careful search of each patient failed to reveal any 
focus of infection, past or present, which might 
account for the onset of the renal condition. It has 
already been noted that all patients were more or less 
below par, and one in addition had had an injury 
which might have indirectly induced his illness. One 
young man had an extensive pyorrhea alveolaris, 
another had been told a year or two before that his 
tonsils were inflamed and should be removed. The 
roentgen-ray examination was negative in all, in that 
no shadow which could be properly interpreted as a 
stone could be found, while in one case a painful and 
tender left kidney was found considerably enlarged, 
an observation already made by palpation of that 
organ. In other words, one can say no more than that 
the infection came, as it were, “out of a clear sky,” 
arising undoubtedly from a definite focus but undis- 
covered, perhaps undiscoverable, by the diagnostic 
methods employed, and finding fertile soil in an organ 
devitalized by one cause or another. 

While it would appear from the previous history 
and roentgen-ray examination of my cases that renal 
calculus was not a factor, this cannot be positively 
excluded. Furthermore, who can deny that renal 
retention, unilateral or bilateral, produced by ptosis, 
simple or complicated by an aberrant vessel or other 
band, did not ericourage the prolonged residence of 
organisms which otherwise would be transient? 
Doubtless, further and more exhaustive study of these 
cases would have settled the question, but it would 
be poor judgment to undertake any prolonged exam- 
ination, especially one involving, as it would, pyelog- 
raphy and distention of an acutely inflamed renal 
pelvis. In those instances in which complete recovery 
has taken place, or seems likely to occur, such an 
examination would appear to be superfluous. One can 
explain the phenomena by concluding that the infect- 
ing organism, arising from a definite focus, demon- 
strable or otherwise, overwhelmed by its numbers and 
high virulence first the kidney, or kidneys, and then 
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the patient. On the other hand, when the renal infec- 
tion persists for any considerable time after its acute- 
ness has subsided, every effort should be made to 
determine the exact status of the renal pelvis, for it is 
in these cases that some interference will be found 
with the outflow of urine from the organ. While it 
does not, however, always follow that the correction 
of such an abnormality will wipe out the infection, it 
is my belief, and experience, that acute exacerbations 
of the infection are extremely unlikely. 


TREATMENT 


When it comes to treatment the judgment of the 
surgeon may be sorely taxed and only a considerable 
experience, exact diagnosis, and regard for the 
pathology of renal infections will point the way. Hav- 
ing once established a diagnosis of colon bacillus 
infection of one or both kidneys, one is greatly aided 
in his decision by remembering the statement of Cabot 
and Crabtree that “the colon bacillus rarely produces 
suppurative lesions of the kidney in man, while in 
animals it may readily do so; and this has given rise 
to the quite erroneous assertion that the colon bacillus 
commonly, or even regularly, produces abscesses of the 
kidney.” On the other hand it must not be forgotten, 
as pointed out by these authors, that “it is not rare 
to find kidneys showing the evidences of at least 
three infections differing in point of time and often 
in the nature of the organism involved.” Given a 
case with history and physical examination similar to 
those described, “watchful waiting,” tempered by 
judgment, and this in turn founded on experience, may 
be safely employed. Inasmuch as pathology has 
shown that the colon bacillus affects chiefly “those 
portions of the kidney relatively accessible to 
formaldehyd-containing drugs,” the latter must be 
worked judiciously and vigorously. I consider that 
hexamethylenamin given in 714, or even 10 grain 
doses every four hours, together with 10 grains of 
the acid (monobasic) sodium phosphate, and the 
administration by mouth or rectum of large amounts of 
water or of saline solution subpectorally, is a most 
efficient combination. Free catharsis, if not already 
produced by the acid sodium phosphate (which it 
generally is) should be accomplished. Otherwise drugs 
are of little value except as indicated for pain or 
sleeplessness. Absolute rest in bed, with hot fomen- 
tations to the lumbar region, is a sine qua non. Should 
a definite cause of infection, such as renal stone, be 
found, it should be properly treated, but in its absence 
palliation along the lines indicated is alone sufficient. 
\Vhile in a thoroughly septic patient, with temperature, 
chills, nausea and vomiting, profuse sweating, and a 
painful, tender and enlarged kidney, the temptation 
to operate is strong, the recollection of the pathology, 
the knowledge that in more than 50 per cent. of the 
cases the infection is bilateral, and the experience 
which has seen patients in other equally bad cases 
recover, will perhaps stay the hand that is eager to 
grasp the knife. 


ABSTRACT OF DISCUSSION 


Dr. H. L. Kretscumer, Chicago: One point that always 
interests us most is the route by which the colon bacillus 
gets to the kidney. People in Boston are very firmly con- 
vinced that the colon bacillus gets there through the blood 
stream. Perhaps they see more acute cases than we do. Some 
of the bacilli doubtless reach the kidney through the blood 
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stream. I believe, however, that there are other routes of 
infection. Francke has been able to demonstrate what appears 
to be a direct lymphatic connection between the large colon 
and the capsule of the kidney. The work Of the Japanese 
seems to point to the fact that there is a direct lymphatic 
connection between the lymphatics that run over the fatty 
capsule and the lymphatics within the kidney. If this is true, 
it is very easy to see how these organisms may travel through 
the lymph system from the large intestine to the kidney 

Asch has been able to produce bacteriuria in dogs by feeding 
them opium so that the bowels were locked up from seven to 
ten days. Without treatment of any sort, except to open up 
the bowels, the bacteriuria promptly disappeared; so that the 
lesions of the intestinal tract may be a predisposing factor in 
the production of renal infection by the colon bacillus. Many 
of these patients have a history of colitis. Many cases occur 
in the children’s hospitals during the summer time, when 
gastro-intestinal disturbances are common in children. Some 
of our cases have had disturbances oj the colon, and treat 
them as we would, we have been unable to make any progress 
until the colon conditions were corrected. 

Not only lesions of the colon but lesions of other organs 
should always be studied. In Tue Journat of the American 
Medical Association, June 24, 1916, F. W. Goarde and | 
reported several instances in which infections in the prostate 
and seminal vesicles were not treated and the patients had 
relapse of their renal infection, and we came to the conclusion 
that they relapsed because of the presence of infection in the 
prostate and vesicles. In another of our kidney infections 
which was not due to colon bacHlus, we found Streptococcus 
viridans in the blood, and in the urine from both sides and in 
some abscessed teeth; so that this problem is not a local 
urinary problem. In some of these cases we found associated 
lesions in the pelvic organs, and we always aim to correct 
these. 

We accept as cured only cases in which we have been able 
to render the urine sterile and free of pus. We have not 
relied on the ordinary routine urinary examination, but 
insisted on obtaining sterile cultures. 

Dr. Granvitte MacGowan, Los Angeles: I think that Dr. 
Kretschmer struck the real keynote when he said that both 
colon infection and bacteriuria are not a local but a general 
problem, and unless you fully admit the hopelessness of the 
expectation of creating a cure in so many cases, what Dr 
Schmidt has so frankly said must be conceded. Yet, at the 
same time, that does not excuse us as physicians from using 
every measure we can employ and every power we possess 
to discover the reason or cause for the presence of these 
bacteria in the urine. Oftentimes, the presence of bacteria 
in the urine does not mean that the person is in bad health; 
it does not necessarily indicate that he is in a definitely 
diseased condition that comes home to him in the shape of 
particular symptoms. In every case bacteriuria is the sian 
and symptom of a diseased condition, and is accompanied |) 
prostatitis in males and cystitis in females, and there is no 
longer true bacteriuria, but an inflammatory condition of the 
mucosa of the urinary tract. My observation has been that 
these cases of colon bacillus bacteriuria and colon bacillus 
infection of the urinary tract, when persistent, are invarially 
due to colon stasis. This chronic stasis constantly produces 
a constant supply of bacilli in the circulation and by lym- 
phatic connections they get into the capsule of the kidney and 
from there into the cortex, down to the tubular portion 
creating eventually an infection of the kidney pelvis on their 
way out. If there is any invasion either in the ureters or 
in the neck of the bladder, or in the urethra, we will in all 
likelihood not only have colon bacillus infection and bacteri- 
uria but we will also have pyelitis and eventually have true 
cystitis. 

Dr. Oswatp S. Lowstey, New York: Colon bacillus 
infections of the kidneys and ureters are the bugbear we have 
to face. I quite agree with the speakers that the removal of 
bacteriuria is very difficult, and practically impossible. Such 
people should be subjected to just as thorough an examina- 
tion as it is possible to give by means of the roentgen ray 
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to determine whether there are foci in the sinuses or bony 
structures in the prostate. The treatment is a very interesting 
and delicate matter. In the height of the acute exacerbations 
it is unwise to give them acid sodium phosphate and hexa- 
methylemamin, but | do think that kidney pelvic drainage 
is important, if the temperature remains elevated. If the 
patient has repeated chills and there are symptoms of 
distention of the kidney pelvis, put in a catheter and allow 
the material to drain from the pelvis. My reason for saying 
that it Is unwise to give the above mentioned drugs in acute 
exacerbations is that it will produce more edema of the 
mucous membranes than already exists, and will tend to 
increase the blockage of the canal. When the catheter is in 
place, however, and carefully watched by a competent person 
and kept open, great relief may follow and the patient's 
temperature will generally drop very promptly and relief 
from that particular attack will occur. In chronic cases 
renal pelvis lavage is very important; but it seems to me a 
wise procedure not to wash out more than one kidney pelvis 
at a time, because the reaction after treatment is sometimes 
very severe, and if both kidneys are subjected to this it intro- 
duces a new complication. 

Dr. Bransrorv Lewis, St. Louis: I would not like to have 
the pessimistic tone prevail as expressed by Dr. Schmidt, 
although | have encountered cases of bacteriuria that I have 
been unable to overcome. Still, | would not like to have 
his expression applied to all the cases that you cannot do 
much for them. For some you can; for some you cannot. 

Success in many of these cases depends on whether or not 
you detect the focus of infection. 

Dr. C. W. Betruune, Buffalo: | have been very much 
impressed with the history of colon infection, especially in 
a woman whose case was thought to be trouble from over- 
distention of the bladder. She was in the hospital with a 
fractured leg. She had some unpleasant experience with the 
night nurse and she would not call her during twelve hours 
of service. After that she had a severe colon infection from 
which she died. | want to ask Dr. Barney if he ever used 
ammonium salicylate instead of hexamethylenamin? 1 believe 
Wright was the man who first suggested its use. 

Dr. J. Dettincer Barney, Boston: My object was to call 
attention to the fact that these cases of acute colon infection 
of the kidneys call for the greatest discretion and the highest 
exercise of surgical judgment. By watching them with expert 
care they can generally be cured without a cutting operation. 
1 recently saw two patients who had been under the care of 
other surgeons and had been operated on under the belief 
that there was acute suppuration of the kidney. No such 
suppuration was found, and the patients were made distinctly 
worse. | agree with Dr. Kretschmer that this is not a local 
affair, but that we must look elsewhere than in the kidney 
for the primary focus. 

\s to the method of examination of the urine. The culture 
is not of very much value, because by the time it is made, 
some extraneous or secondary organism may be more virile 
than the real offender and overshadow it. The important 
organism can best be found by immediately staining a speci- 
men of the sediment of the catheterized urine. We have had 
hut littl luck—in fact, none, with the use of vaccines, par- 
ticularly in these acute cases, although vaccines have been 
of apparent value in some of the chronic cases. We have 
heen accused of ascribing all these infections to the blood 
stream. Perhaps we have become enthusiastic because of 
our success in finding organisms in the blood, thanks to 
Dr. E. G. Crabtree’s very efficient work. They are found 
there in a very large number of instances. We do not think 
well of irrigation of the pelvis, particularly in the acute cases. 
We do find the passage of a catheter is a beneficial appli- 
cation, as it may straighten out a kink or remove an obstruc- 
tion. We do not believe that hexamethylenamin is an 
irritant to the kidney, although it does produce bladder 
irritation in certain instances. 

Dr. Lovis E. Scumipr, Chicago: I find myself perfectly 
clear in regard to the connection between the lymphatics, the 
colon, and the kidney. I stated that that was unquestionably 
a source of a large number of infections. So far as the colon 
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bacilluria is concerned, it is probably due to stasis or some 
other condition by which there is a direct connection between 
the bowels and the colon and then probably reaching the 
kidney. I know of instances where patients have been oper- 
ated on for chronic appendicitis, where there have been 
adhesions and where certain types of bacteriuria have been 
cleared up. In these cases, however, there has always been 
an inflammatory exudate, either in the pelvis of the kidney, 
or in the ureter, in connection with the inflammatory mass. 
Following these operations in many cases some of the bac- 
teriuria has persisted. In these cases there is, however, as a 
rule, always pus in the urine and red corpuscles. This is not 
a distinct case of bacteriuria; it is rather a colon bacillus 
infection. | have seen numerous cases of this type that 
belong to this group in which adhesions are present and the 
symptoms too indefinite to justify operation. I know of two 
cases in which operation has been performed, both patients 
being women, in which the bacteriuria has not been improved 
and the condition still persists. In these cases there have 
been bands and adhesions, not as in appendicitis where there 
is an acute inflammatory or subacute inflammatory condition. 
In these cases I have frequently catheterized and obtained per- 
fectly clear urine from the upper urinary tract and at the 
same time have found that the urine obtained from that side 
would be loaded with bacteria and red blood corpuscles. 

Dr. Lowsley suggested that many of these cases have 
reacted to lavage. If there is any trouble in these cases out- 
side of the urinary tract, I really cannot see what you can 
do with lavage. I did state in my paper that washings 
of the pelvis might give some relief, but I do not belicve 
that | have ever seen a cure, whether the catheter was allowed 
to remain in for a long time or not. 

In one of my papers I stated positively that all complications 
that one might suspect as being the source of infection must 
be treated. To overlook that fact would be the height of 
foolishness. I did make the statement that from local treat- 
ment only of the bacteriuria you can expect results. 

So far as Dr. Lewis’ criticisms are concerned, if the cases 
I have referred to are treated in the various ways mentioned, 
when you cannot find any local or general condition to account 
for the bacteriuria, I do not see how operative interference 
with some outside organ can avail, where there is absolutely 
positive belief of any direct connection. In all these cases 
local treatment is of no avail, and that is what I wish to refer 
to particularly. 

So far as Dr. Barney is concerned, I agree fully with him 
as to the statements of his cases. We are all familiar with 
cases of colon bacillus infections. I will venture to sav that 
the vast majority of colon bacillus infections of the kidney 
will clear up and are certainly not surgical cases by any 
means. An occasional case might be met, but very rarely, 
however. I agree again that where there is pus, after the 
onset or after this period of exacerbation, where there are a 
lot of bacteria present, if the urine clears up, these cases are 
cured, or at least there is no further recurrence in a large 
number of them; but these cases do not belong to the type 
I mentioned. There is no question at all that this condition 
is not to be considered as being solely local. 





Report on Prevention of Blindness.—The second annval 
report of the Illinois Society for the Prevention of Blindness 
covering the year ending with October, 1917, says that in the 
state of Illinois there are between 2,000 and 3,000 needlesslv 
blind persons. The organized efforts of the society were 
begun in 1916 when permanent offices were opened in Chicago 
with a full-time secretary, Miss Carolyn C. Van Blarcom, 
who was called by the Red Cross early in 1917 to organize 
and carry on work in connection with that organization in 
the East. Miss Dorothy L. Blatchford was then appointed 
secretary. Twenty-two violations of the law requiring the 
reporting of infants’ sore eyes were prosecuted, follow-up 
work in ophthalmia neonatorum cases reported by physicians 
and midwives was done, social service work was started by 
Miss Blatchford in the Central Free Dispensary, a bill against 
the improper_use of wood alcohol was drawn and promoted 
in the legislature by Miss Van Blarcom. 





our. A. M.A. 
jov. le, 1918 
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HISTOLOGY AND PATHOLOGY OF THE 
SUPERSTRUCTURES OF THE 
LID IN TRACHOMA 
AND _ TREATMENT * 


E. H. CARY, M.D. 
DALLAS, TEXAS 


For thirteen years I have operated for the cure of 
trachoma in its various stages, with distinct advantage 
to the patient. I had observed for a long time that in 
the operations made for entropion, the corneal con- 
ditions were always made better; and it seemed to me 
that the modification of this proceeding might be use- 
ful in the correction of corneal irritation, even before 
entropion should appear as one of the end-results of 
trachoma. As there was little of a definite nature 
written regarding the pathology of trachoma beyond 
that which takes place in the conjunctiva, it offered 
a field for investigation and explanation, thus placing 
this operation on the lid on a sound scientific basis. 
The presentation of this subject has been delayed by 
me for many years, although I am on record’ as hav- 
ing discussed the value of my repair operation. 

I have operated in more than 500 cases, ranging from 
the most extreme type, that so-called melancholy con- 
dition, xerophthalmia, to those of the early second 
stage, in which pannus was just making itself mani- 
fest. I have reached the point at which I can say to 
the patient, “I will cure you in from three to six 
weeks,” as the case may be; and in few instances has 
there been a return of symptoms. One of the patients, 
an Indian, whose right eye gave him further trouble, 
returned and I found a calcareous mass which, under 
local anesthesia, I removed and all his trouble was 
abated. The eyes of another young man who con- 
tinued to have symptoms after my operation, did not 
clear up as they should, but he was cured when a 
canthotomy in each side was performed. There were 
a few cases in which the cornea would become irri- 
tated, the pannus would increase, and one or two 
superficial ulcerations would appear, accompanied by 
photophobia and lacrimation and, in truth, many of 
the symptoms that might be observed before operation. 
In such cases we shall find a soggy middle turbinal 
and a sagging membrane over the septum near the 
middle turbinal, with more or less contact between 
the two parts. While it is conceivable that this con- 
dition of the nose may be brought about through 
infection of a similar nature, it is more likely that the 
eye condition simply occurs in a person who has a 
pathologic condition of the nose, often without being 
conscious of any nasal symptoms. This nasal con- 


dition becomes exaggerated from the chronic inflam- - 


mation of the eye, with its attendant lacrimation, etc. 
The removal of the middle turbinal and the cauteriza- 
tion of the mucous membrane which is sagging from 
the septum will immediately cure the eye symptoms 
without further eye treatment. The result may be 
obtained with the cautery alone, without a turbinec- 
tomy, but it is not likely to be obtained with the latter 
when cautery is not used to pin the mucous membrane 
of the septum. In other words, in the few cases in 
which the repair operation has been of limited value, 
there is a distinct reason traceable to a definite cause, 





* Read before the Section on Ophthalmology at the Sixty-Ninth 
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which, when removed, results in the abatement of all 
symptoms. Usually we shall had only one eye affected, 
but f have seen cases in which both eyes were involved, 
relieved by the same nasal procedure. The conjunc- 
tiva and cornea change completely after the cauteri- 
zation. The explanation of this | have attempted in 
another paper. 

The histologic condition of the lid will indicate the 
kind of disease necessary to bring about the crimping 
of the tarsus, as well as the other changes in and 
around the tarsus which cause all of the disagreeable 
trachoma symptoms. 

A quick survey of the histologic conditions of the 
lid from within will show the conjunctiva attached to 
a fibrous tarsus, in contradistinction to a cartilaginous 
tarsus often mentioned in the literature. Embedded 
in the fibrous tarsus, we have meibomian glands, 
which are sometimes of much importance im _ the 
pathology. Lying on the tarsus, close to the hair fol- 
licles, and spreading backward from its marginal 
attachment, the orbitotarsal fascia, or the palpebral 
fascia, as it is sometimes called, may be traced into 
the levator muscle. This muscle, attached to the tar- 
sus, is split into many fibrillae, with much aerolar 
tissue surrounding the muscular ends. Above the 
orbitotarsal fascia and between it and the skin, is the 
orbicularis muscle, which is composed of voluntary 
and involuntary portions. The involuntary part, which 
is near the margin of the lid, keeps the eye closed 
when the patient is asleep. Of course, there are 
numerous glands and other organs of interest in the 
conjunctiva, as well as numerous glands and hair fol- 
licles in the margin of the lid. It is not necessary 
for my purpose to go into such details as a description 
of these structures would require. The lid is adapted 
to the eyeball, naturally curved. What happens to make 
this lid crimp and bring about the pathologic condi- 
tion which, if continued, finally destroys the function 
of sight, is the important point I desire to emphasize. 

The operative procedure cannot be successfully 
carried out without a clear understanding of the 
pathologic changes which are in process of develop- 
ment. If the ophthalmologist can understand this 
phase of it, then his repair operation will be directed 
to the pathologic phenomena presented. My procedure 
contemplates looking in on the pathologic condi- 
tions. I will present the accepted pathologic view of 
the early changes that take place in the conjunctiva. 
There are three distinct features characterizing tra- 
choma: granulation, papillary hypertrophy, and the 
formation of connective tissue. By a large number 
of authors the disease is divided into two classes, 
papillary and granular. 


STAGES OF TRACHOMA 
In the trachoma occurring in Egypt, Callan uses a 
classification of four stages, depending on the com- 
parative prominence of one of the foregoing essential 
features. In any classification of this disease, it must 
be borne in mind that the pathologic changes are so 
varied that it is practically impossible to have any 
distinct and definite classification. I see no reason 
why Callan’s classification cannot be used in connec- 
tion with trachoma in any country, so I am going to 
adopt this classification to a certain extent. It seems 
essential that I should include the pathologic coridi- 
tions familiar to physicians. 
Trachoma is a condition of the conjunctiva or 
mucous membrane of the eyelids resulting in the for- 
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mation of so-called trachoma granules, with or with- 
out papillary hypertrophy. In favorable cases, these 
granules disappear and are replaced by fibrous eon- 
nective tissue. The essential and primary change in 
trachoma occurs in the adenoid or lymphoid tissue 
present in the conjunctiva; the other changes are 
secondary to the change in the lymphoid tissue. 

In the first stage of trachoma, one will find varying 
numbers of small grayish or grayish-yellow islands or 
granules on the conjunctiva of the tarsus and of the 
superior culdesac, especially at the two extremities of 
the tarsus. These islands or granules are semitrans- 
parent, almost avascular, with small blood vessels con- 
verging toward them. The granules have an appear- 
ance somewhat similar to sago grains. This comprises 
the first stage of trachoma, according to Callan’s 
classification, and may pass into the second stage or, 
in favorable cases or cases that have been treated, into 
the third or fourth stage. In the second stage one of 
two conditions will prevail: predominance either of 
granules or of the papillae. 

Probably more cases of trachoma come under the 
observation of the physician during the second stage 
than during any other; hence the usual division into 
the granular and the papillary forms. In the granular 
type of the second stage, the granules are found all 
over the tarsi and in the upper fornix. As usually 
seen, the granules are from | to 2 mm. in diameter. 
They are the result of an enlargement of the adenoid 
nodules or lymphoid follicles usually present in the 
conjunctiva. This enlargement is due to hyperplasia 
of the lymphoid elements, that is, the lymphoid cells. 
Such a granule shows a vascular capsule of connective 
tissue surrounding a mass of cells, the more central 
of which are large lymphoid cells with granular nuclei, 
frequently containing the “cell inclusions,” which were 
at one time considered the probable cause of trachoma. 
In the peripheral portion of the granules are smaller 
lymphoid cells, and running through the granules are 
strands of connective tissue. Along with the forma- 
tion of the granules there is more or less hyperplasia 
of the adenoid tissue between the granules, with more 
or less lymphocytic infiltration. In some cases this 
change may be so marked that large tumor-like masses 
are formed, or so diffuse a change may take place that 
the tissue may assume a peculiarly glossy, gelatinous 
appearance. That the granules may break down, leav- 
ing ulcerations, seems questionable in the minds of 
many. In the other, or papillary type, in the second 
stage, occurs the hypertrophy of pseudopapillae. 
These papillae appear as red raspberry-like elevations 
which mask, to a greater or less extent, the typical 
gelatinous granules. This papillary form is most 
marked on the upper tarsus. 

In the third stage, the formation of fibrous tissue 
and cicatrization is very evident. The first appear- 
ance of such cicatrization is in the form of gray or 
white lines, or striae, running in all directions through- 
out the hypertrophied conjunctiva. As the condition 
persists, these lines or striae become broader and more 
numerous. The extent of the cicatrization will depend 
on the extent of the primary change in the lymphoid 
tissue. The first part of the conjunctiva involved in 
trachoma is just beneath the epithelium, but the lym- 
phocytic infiltration with the later fibrosis may involve 
the tarsus. The fibrosis with cicatrization may be dif- 
fuse or may occur in patches, and in some cases may 
have stellate arrangement. 
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In the fourth stage, there is a smooth conjunctiva 
seamed by white lines of connective tissue. Practically 
complete cicatrization has taken place, or in other 
words, the trachoma is cured, and here ends the 
pathologic study. 


TREATMENT OF TRACHOMA 


As we all know, the expression operation is fre- 
quently of value, and cures many of the cases seen 
early, or in other words, whenever pathologic condi- 
tions are limited to the conjunctiva, and structural 
changes have not taken place above it. When we 
reach the stage at which the case presents a pannus 
along with any other corneal disturbance, we may be 
confident that we already have pathologic changes in 
the tarsus, that is, in the orbitotarsal fascia, orbicularis 
muscle, and other structures of the lid, which make it 
a source of mechanical irritation to the cornea. 

It has been difficult for me to determine what is the 
most active cause of the crimping, which we see while 
operating and after taking away the orbicularis nms- 
cle. I have observed in all instances a more or less 
marked tendency on the part of the spreading tendon 
of the levator with its thickened aponeurosis to roll 
on itself, so to speak, and to lessen the amount of 
tarsus in evidence after the removal of the orbicularis 
muscle. This we see when the tarsus is not thickened, 
and the crimping of the tarsus disappears as we md 
it of the fibrous bands, and push back the rolled-up 
and adherent portion of the levator muscle. When 
this is done, the tarsus flattens out. This is the 
pathologic condition we may demonstrate, and when 
it is corrected, the apparent crimping of the tarsus is 
removed. Evidently, fibrous bands produce this 
rolling-up of the fibrillae of the tendon of the levat: 
which shortens the normal distance between the mer 
gin of the lid and the tendon. That portion of the 
orbicularis muscle called the palpebral portion, which 
has remained in a state of spasmodic contraction. is 
probably due to an involuntary effort of the muscle 
of the lid to protect the cornea. 

The action of this involuntary muscle in contractin 
is to keep the lid closed in sleep and possibly to » 
some of the weight of the lid off the globe. No doubt, 
the early changes in the conjunctiva have a tendency 
to crimp the tarsus. Then as a result of the exten- 
sion of the inflammation into the loose connective 
tissue between the tarsus and the palpebral portion of 
the orbicularis muscle, there is an increase of the 
fibrous connective tissue. In this portion of the lid 
there is closer union of the muscles with the tarsus. 
Also, the fibrosis extends in between the fibers of the 
muscle, causing a shortening of the muscle, which, 
together with a firmer union with the tarsus, accen- 
tuates the already present crimping of the tarsus. 
Thus a vicious circle is established, with reflex irrita- 
tion producing spasmodic contraction of the musc'e, 
this spasm being relieved when the corneal irritation 
is subdued and returning as so-called exacerbations 
whenever the cornea becomes involved, either through 
something that irritates the cornea from the outside, 
or through any lighting up of the pathologic condition 
that remains in the lid. By observing the picture of 
the lid, we may readily see how the pathologic con- 
dition of the lid will vary in different individuals. In 
some, the meibomian glands become blocked, increas- 
ing localized areas of the tarsal thickening. In some 
cases there are calcareous deposits and changes too 
numerous to mention, all of which are under the 
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observation of the surgeon when he follows the oper- 
ative: procedure to be outlined in the care of such 
cases. No doubt the ciliary part of the palpebral 
portion of the orbicularis muscle has more or less 
tendency to produce trichiasis. Splitting the margin 
of the lid is necessary in some cases to Overcome in a 
more rational way the crimping and particularly the 
torsion of the cilia. It should be understood that 
tarsal resection of any degree is a kind of repair of 
the pathologic changes resulting more in one than in 
another, due to the fibrosis in the parts above, and 
to the changes in the tarsus and conjunctiva beneath. 
\Vith a removal of a section of the tarsus, less tarsal 
surface is offered for muscular attachment, and this 
compensates for the loss of muscular tissue that is 
removed, and directly tends to overexaggerate in the 
opposite direction the previously crimped tarsus, 
which had forced a sulcus or sulci beneath the tid. 
In a bread sense, my repair operation is an adaptation 
of methods previously used for entropion, with the 
distinct difference that there is a pathologic condition 
to correct, which requires the removal of muscular and 
fibrous tissue, the breaking up of fibrous bands, and 
the pushing back of the levator tendon, with the prob- 
able flattening of the tarsus. All this is done with the 
understanding that conditions may or may not require 
splitting the margin of the lid. This is to be deter- 
mined during the operation, and based on the opera- 
tor’s judgment of his control of the position of the 
cilia, the skin surface to be stitched. The upper por- 
tion of the skin may be removed or not, as he feels 
the need of pinning the skin surface to the upper por- 
tion of the tarsus. This constitutes the fundamental 
procedure in tarsal repair. Of course, the expression 
of all granules is the first thing to be done before the 
lid operation is begun, as heretofore described. 

I must not close without impressing the reader with 
some points connected with the after-treatment of the 
lids. It is not unusual for the cornea to appear very 
much irritated, and the eye to look as if the inflamma- 
tion were exaggerated within a few days of the 
operation. This sometimes is the result of the use 
of petrolatum ointment of mercuric chlorid, which 
seems to irritate some subjects ; again the cause is not 
perfectly clear, except that the operation was per- 
formed in a dirty field, and the use of a bandage to 
control the swelling may tend to block drainage suffi- 
ciently to bring about superficial infection. This 
reaction should not discourage the surgeon ; all that is 
necessary is to treat the lids in the way which would 
have been followed without the operation, and all the 
symptoms will rapidly clear up. In a week or ten 
days the eyelids will be in much better shape, to be 
followed later with perfect results, and the cure will 
be brought about in a period of time covering from 
two to three or four weeks. I naturally take it for 


granted that every man will be wise enough to treat the _ 


symptoms as presented, and if so, success will surely 
follow in all cases in which this operative procedure 1s 
used. 


ABSTRACT OF DISCUSSION 

Carr. Varp H. Huten, San Francisco: It seems to me that 
Dr. Cary’s operation is for the cure of the after-effects of 
trachoma rather than for the cure of the trachoma itself. 
Evidently Dr. Cary does this operation when there is 
entropion, because he says that in certain cases he splits the 
margin of the lid, and that makes practically the old Snelling 
operation for entropion. 

Dr. E. H. Dewey, Des Moines, Iowa: I was with the Indian 
Service for six years, doing trachoma work. When we get 
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an old case tarsal excision is one of the best operations to 
eure trachoma. I usually do it under local anesthesia, and 
rarely have to put in a stitch when | close the wound. 

Dr. ArtHur E. Prince, Springfield, IIL: | have on a num- 
ber of occasions done this operation about as described. | 
have obtained good results, but I have reserved the operation 
as a sort of last resort. I do not advocate the operation as 
a regular procedure. I have been much interested during 
the past three years in the application of carbon dioxid ice 
I evert the lid so as to expose the retrotarsal fold, and make 
a rather light application, about two or three seconds, until 
the lid turns white. I freeze both lids. There is some virtue 
in it; I cannot tell you yet how much. I would recommend 
that if you have a case of trachoma that is not getting along 
well, freeze the conjunctiva lightly, repeat in a month and 
again in another month. I habitually freeze these small 
tendinous pterygiums with carbon dioxid ice. In all probabil- 
ity it obliterates the old capillary circulation, because imme- 
diately after the freezing a better condition of the conjunctiva 
and very much better vision is noted. 

Dr. Epwarp H. Cary, Dallas, Texas: This operation is 
useful in all cases of trachoma after the first stage. It is 
good enough for all of the pathologic changes which take 
place from the time enough pathology is present to produce 
pannus and small ulcerations. In the first stage of trachoma 
you would not think of using this procedure. The question 
of resecting the tarsus is left for the last stage, and is not to 
be thought of in connection with these intervening conditions, 
which you can treat with a simpler or a better method of 
operation than this, leaving the lid absolutely normal, so that 
there is no evidence after a few weeks of having operated 
at all. 





RELATIVE DIGESTIBILITY OF MAIZE 
OIL (CORN OIL), COTTONSEED 
OIL AND LARD* 


ELBERT W. ROCKWOOD, M_D. 
AND 
P. B. SIVICKES 
IOWA CITY, IOWA 

At a time when the value and necessity of fats in 
foods are recognized as never before, the determina 
tion of the digestibility of those from new or little 
used, although abundant, sources is both interesting 
and important. Of as great interest is the comparison 
of their utilization with that of the fats for which 
they can be substituted. In this country a potentially 
rich source of edible oil is the germ of maize or Indian 
corn, which is separated from the rest of the kernel 
in the starch-making process. 

Maize oil, or corn oil, has within the last few years 
been put on the market in increasing quantities. It is 
sometimes sold under these names, sometimes under 
trade names’ that do not clearly indicate its source. 
The results of experiments here reported show the 
digestibility by dogs of corn oil compared with that of 
lard and cottonseed oil, for which it is chiefly substi- 
tuted. It is probable that the digestibility by man 
would not differ much from these figures. 

The dogs represented three different types. One 
was normal in development and vigor, a second was 
in a subnormal condition, and the third was exces- 
sively fat. All were adult females. As their weight 
did not differ materially, the same ration was used 
for all. It consisted of 40 gm. of cracker meal, 10 
gm. of bone ash and 155 gm. of chopped lean beef, 
freed from visible fat as much as possible. In a fore 
period, no fat was given and the ether-soluble material 











*From the Laboratory of Physiological Chemistry, Uniwersity 
of lowa. 

1. The chief one of these oils sold under trade names, in the 
Middle West, is Mazola. 
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was determined in the feces and regarded as the 
“normal” output. In the fat periods, 40 gm. of the 
fat tested were included daily. 

The feces were marked off by lampblack, dried after 
addition of alcohol-acid, and extracted with dry ether 
in the usual manner. 

Dog 1 was very vigorous and healthy. The weight 
before the tests was 6.1 kg., and after the tests, 6.8 kg. 


TABLE 1.—TESTS WITH DOG 1 





Total Percentage 
Length Fat Exereted | Percentage Total Fat Less 
of Exereted | Fat, Less ‘Total Fat “Normal” Fat 
Fat Used Period, per Day, “Normal” — — .-- 
Days “Normal” Fat, Gm. In Ab- In Ab- 
Fat, Gin. Feces sorbed) Feces sorbed 
None... - > 282 
Cottonseed oil 3 36 A 2.3 97.7 1.6 ve.4 
Corn oil.... 3 1.108 svt 2.8 08.2 2.0 vs 0 
Lard... ' 3 1.828 1.6 46 95.4 3.9 1 
(orn oil... 3 ST MWS | 2.2 


97.8 L.5 98.5 








Dog 2 was in very poor physical condition, lean and 
niangy, becoming worse toward the end of the experi- 
nent. The weight before the tests was 5 kg., and 
after the tests, 4.75 kg. 


TABLE 2.—TESTS WITH DOG 2 


Total Percentage 





Length Fat Exereted Percentage | Total Fat Less 

of Exereted Pat, Less Total Fat | “Normal” Fat 

Fat Used Period, per Day, “Normal” ——-—————— -———__ — - 
Days “Normal” Fat, Gm. In Ab- | In | Ab- 

at, Gin. Feces sorbed! Feces | sorbed 

None. - 3 CPS ye 

Cottonseed oil 3 1101 408 2.8 97.2 13 98.8 
(orn oil, ont 3 033 B05 2.3 97.7 03 w.2 
DES cavtenees 4 1.168 init 2.9 v7.1 1.3 v8.7 





Dog 3 was healthy, but very fat, slow and sluggish. 
The weight before the tests was 6.15 kg., and after 
tle tests, 5.9 kg. 


TABLE 3.—TESTS WITH DOG 3 











Total Percentage 

Length Fat Exereted Percentage Total Fat Less 

of Execreted Fat, Less ‘Total Fat “Normal” Fat 

Fat Used Period, per Day, “Normal” —_  — <—--—— — - 
Days “Normal”, Fat, Gm. In Ab- In Ab- 

Fat, Gm. ! | Feces sorbed Feces | sorbed 

a 3 951 | | 

Cottonseed oil 3 | 1.310 359 3.4 96.6 0.9 99.1 
Corn oil... 3 1.029 068 2.6 v7.4 0.2 99.8 
Lard.. 3 1.02 551 3.8 96,2 14 98.6 





If we take as a measure of nonmetabolized fat the 
amount that is excreted in the feces minus the amount 
that the dogs eliminated when they were on prac- 
tically a fat-free diet, we find the percentage of fats 
metabolized, as given in Table 4. 


TABLE 4.—PERCFENTAGES OF FATS METABOLIZED 





Corn Cottonseed 
oil oil Lard 
le D  vodddavksancsescebersseennbesennets 98.0 98.4 96.1 
O85 
DO B.% - coscccceccecccoecceccoesesceooces 99.2 98.8 98.6 
DN Dcccedschducenceouebends c0ascéanecsa wW.8 99.1 98.6 
DG. |... sneiniunedsitiaabestatinbesasece t ee 98.8 97.8 








If we take the total amount of fat fed as the basis, 
neglecting that of the feces on the basic ration, the 
digestibility will appear somewhat less, but the rela- 
tive digestibility will be the same. The difference in 
melting points may be the important factor in affecting 
this. 

Other experiments, which need not be detailed here, 
show that corn oil can be well substituted for other 
animal and vegetable oils in salads and for “shorten- 
ing” in cooking wheat foods. 
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Clinical Notes, Suggestions, and 
New Instruments 


UNUSUAL CASE OF UMBILICAL HERNIA: RUPTURE 
OF SKIN 


W. J. McGratu, M.D., Exxaper, Iowa 


Mrs. M., aged 78, whose family history was negative, had 
always been fairly well except for an umbilical hernia. 
beginning about forty years before, which had become quite 
large recently. The patient strained while at stool, causing 
a complete tear of the hernial coverings, including the skin, 
permitting 15 feet of the intestine and a large part of the 
omentum to escape from the abdomen. 

The patient was seen shortly after the accident by Drs. 
Kriebs and Thine. No attempt was made at this time to 
replace the herniated intestine and omentum, but the patient 
was given morphin hypodermically, and the mass was 
wrapped in gauze wet with physiologic sodium chlorid solu- 
tion. 

About four hours elapsed between the time of the accident 
and the time I saw the patient. She was immediately placed 
on a kitchen table, and under light ether anesthesia the 
abdominal tear and the hernial ring were enlarged, the 
extruded intestine was replaced in the abdomen, and after 
the loosening of extensive adhesions and the removal of 
large shreds of torn omentum, the wound was closed. The 
patient was given 3 pints of physiologic sodium chlorid solu- 
tion by hypodermoclysis before leaving the table. Recovery 
has been gradual but uneventful. 





BACTERIAL TOXIN AS A CAUSE OF RETINAL HEMORRHAGE 
Artuur S. Tenner, M.D., New York 


In a recent article,’ Dr. Lewis of Buffalo called attention 
to the obscure etiology of retinal hemorrhage and set forth a 
new conception, namely, that there occurs in these cases 
absorption into the blood of a soluble protein poison, usually 
given off from a focal infection, which has a solvent effect on 
the intercellular cement substance of the cell wall, and that 
the hemorrhage is not due to alteration of the blood pressure 
but to local lysis in the wall itself. 

Even if no confirmatory pathologic evidence is presented, 
this theory is worthy of consideration. The ophthalmologis 
is often at a loss to assign any cause to his case of retinal 
hemorrhage.” When high blood pressure, arterial sclerosis or 
constitutional disease coexist, he has been content to attribute 
the hemorrhage to one of these, without further inquiry as to 
their mode of action. I am convinced that retinal hemorrhage 
is not dependent on blood pressure. I am not ready, however, 
to designate, as Dr. Lewis does, diabetes, arteriosclerosis and 
nephritis merely as associated conditions. They may not 
always be the active factors, but it is premature to exclude 
them entirely from the etiologic list. In the subjoined case, 
all such conditions were carefully excluded and the only 
seemingly possible factor in producing the hemorrhage was a 
focal infection, yet the case differs decidedly from Lewis’ 
cases in that the active organism was a nonhemolizing strep- 
tococcus, from which could not occur the solvent action and 
the local lysis in the cell wall of which he speaks. 


REPORT OF CASE 


J. J., man, aged 54, referred to me at the Mount Sinai Hos- 
pital Dispensary by Dr. Joseph Davidson, June 17, 1918, for 
headache and poor vision, while in apparently the best of 
health, had suddenly become blind in the right eye, one week 
before. He had immediately visited one of the largest eye clin- 
ics in this city, where he had been told that a hemorrhage had 
taken place in his eye and he should put himself in the hands 





1. Lewis, F. P.: A Bacterial Toxin as the Cause of Retinal Hem- 
orrhage, Tue Journat A. M. A., June 15, 1918, p. 1813. 
2. Fuchs: Ophthalmology, Ed. 5, p. 573, Note by Duane. 
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f an internist. This advice was followed, but the internist 
ailed to find any ailment. The urine and the Wassermann 
eaction were negative. The systolic blood pressure was 110, 
nd the diastolic 65. When I examined him, the right eye 
-howed a recent preretinal hemorrhage, about half as large 
1s the disk, in the region of the macula. The retina was 
dematous. The vessels showed no arteriosclerosis. The 
patient was able to count fingers at 18 inches. The left eye 
vas normal in every respect. 

\ search was then made for an infective focus. The rhinol- 
gist pronounced the sinuses negative. The mouth contained 
numerous decayed teeth, and there was a well marked pyor- 
rhea alveolaris. Five teeth were extracted. The services of 
Dr. Harry Goldberg, dentist of the hospital, were then 
nlisted, and he and Dr. Vorhaus, pathologist, were success- 
‘ul in obtaining from an alveolar pus pocket a pure culture 
f a nonhemolytic streptococcus. A vaccine was made and 
.dministered to the patient. Eight weeks after the onset, six 
noculations having been given, the clot had been completely 
i.bsorbed and the vision was 20/20. 


COMMENT 


The points of this case are the absence of constitutional 
lisease, the low blood pressure, and the presence of a pus 
focus, with the Streptococcus anhemolyticus (nonhemolyticus) 
is the active organism. 

Preretinal hemorrhages are usually absorbed without injur- 
ing the retina permanently, in which case, vision is restored. 
lherefore I do not wish to lay any stress on the curative 
fects of the autogenous vaccine; but the rapid clearing of 
the retina and absorption of the clot, immediately subsequent 
to the inoculations, was nevertheless rather striking. 


120 West Eighty-Sixth Street. 





LUDWIG’S ANGINA: REPORT OF A CASE 
H. T. Micrer, M.D., Sperincrierp, Outo 


An examination of textbooks and a review of the recent 
literature on Ludwig’s angina show that the disease is not a 
common one, and that it is still usually regarded as fatal. 

While there may be nothing unusual about this case other- 
wise, it is of decided interest that early recognition of the 
disease promptly followed by operation brought it to a safe 
issue, 

I should not have recognized the disease so quickly had I 
not had the privilege of seeing a case of Ludwig’s angina 
while on duty at the base hospital at Camp Greene, N. C. 
in this particular case the disease had advanced to such 
a degree that death immediately followed the operation. A 
postmortem showed the tongue, pharynx, larynx and trachea 
edematous and greatly congested. 

In the present case the patient was seen on the fourth day 
of the disease. The tongue was quite swollen and pressed 
the mouth widely open; the submaxillary regions were 
edematous and greatly infiltrated so that the outline of the 
lower jaw was obliterated; the cervical region down to the 
clavicle and sternum was edematous. 

The patient was operated on the day following his entrance 
into the hospital. As he was unable to lie down he was 
placed on the operating table in a sitting posture. Under 
unsatisfactory local anesthesia the low operation for trache- 
otomy was done. It was found necessary to cut through 
about 2 inches of edematous tissue before the trachea was 
reached. This gave immediate reef to the distressingly 
dificult breathing. Incisions on both sides of the infra- 
maxillary regions were made extending from the angle of 
he jaw down to the hyoid bone. This step was followed by 
blunt dissection to deeper structures under the tongue. From 
these incisions only serum and dark blood escaped. On 
the fourth day there was a free discharge of pus, relieving 
all the distressing symptoms of pressure. Thereupon recov- 
ery was rapid and uneventful. 

I feel confident that the successful issue of the case was 
due to the early recognition of the disease promptly followed 
by operation. 
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METHOD FOR PREPARING THE EOSINATE OF METHYLEN! 
BLUE AND METHOD FOR STAINING 


Foster A. Beck, M.D. (Wixocar, Pa.) 
First Lieutenant, M. C.. U. S. Army; Chief of Laboratory, Post 
Hospital, Acronautical General Supply Depot and Concen 
tration Camp 


Gaapew Crry, L. L, N. Y. 


The length of time and the complicated technic, as formerly 
required for preparation of the ecosinate of methylene blue, 
led me to devise a method by which this stain may be pre- 
pared ready for use in less than an hour. 

The stain depends on the formation of methylene azure and 
methylene violet in the alkaline methylic alcohol eosin 
methylene blue solution. The cosinates of methylene azure, 
methylene violet and methylene blue are dissolved in the 
methylic alcohol, and the water-soluble products are precip: 
tated and removed by filtration. The materials employed and 
the quantities are: 


Reagent methylic alcohol (Merck) 95.000 cx 
Tenth normal sodium hydroxid V. S 5.000 c.« 
Eosin yellowish (water-soluble) 0.470 mg 
Methylene blue .........- ; 0.400 me 


The methylic alcohol is put into a 6-ounce bottle, the sodium 
hydroxid volumetric solution is added, and the two are mixed 
To this solution the eosin is added and dissolved. As soon as 
the eosin is dissolved, the methylene blue is added, and the 
bottle shaken for thirty minutes. After filtration, the filtrate 
is put into a glass-stoppered bottle and is then ready for ‘use 
It is essential that the weights and measures be accurate. A 
buret should be used to measure the alcohol and sodium 
hydroxid volumetric solution. 


METHOD OF STAINING BLOOD FILMS 

1. The films should be made thin and even, and dried in the 
air. They should be protected from dust and dirt. 

2. The ury film preparation is covered with the stain for 
one minute. 

3. Tap water (distilled or rain water may be used) is added 
to the stain until the slide will hold no more without over- 
flowing. The drops of water should be added rapidly. 

4. At the end of two minutes from the beginning, the stain 
is flushed off with water, and the film is washed until it has 
a pinkish tint. 

5. For making a differential leukocyte count after staining 
the specimen I shake off the excess of water, dry the under 
surface of the slide with a towel, and make the count with the 
low or high power dry lens. The water on the stained surface 
makes an excellent refractive medium. The end of the lens 
should never be allowed to come im contact with the water 

6. For studying the minute structure of the erythrocytes, 
leukocytes and examining for malarial parasites, the speci 
men should be permitted to dry in the air or blotted dry with 
filter paper and examined with oil immersion. 

Red cells are light rose, neutrophil granules a darker shade 
of rose, nuclei various shades of blue, eosinophil granules 
bright red, blood platelets blue, and lymphocytes blue. In 
malaria parasites the cytoplasm is blue, the granules dark blue, 
and the chromatin red. 

For staining pus, spinal fluid for the meningococcus, throat 
smears, sputum, and smears made from cultures, one should 
proceed as described above. 

In pus and epithelial cells the protoplasm stains a light 
shade of rose, and the nucleus blue. The gonococcus or other 
organisms within the pus cell stain dark blue, and the extra 
cellular organisms various shades of blue \ distinct con 
trast is noticed between the organism and the cell. 


ADVANTAGES 

1. The method for preparing the eosinate of methylene blue 
as described saves time, requires less technic, and can be 
prepared by any laboratory technician 

2. Less time is required to stain the specimen, the old 
method requiring from three to ten minutes. 

3. Tap water may be used instead of distilled or rain water. 

4. For bacteriologic examinations this stain may be used 
instead of alkaline methylene blue. 

5. For bacteriologic work heat is not necessary to fix the 
specimen. 
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APPARATUS FOR ADMINISTERING ARSPHENAMIN AT 
TEMPERATURE OF BLOOD * 


S. R. Tuomesox, M.D., Cuarntottre, N. C. 


This apparatus was suggested on account of severe reaction 
and sometimes death after the administration of arsphenamin 
intravenously. Physicians are realizing more and more the 
necessity of introducing solutions that will be free from all 
possible sources of irritation. The reaction called “chills and 
fever” following intravenous injections of arsphenamin is 
due, we believe, to injecting arsphenamin intravenously below 
the normal temperature of the blood. 

In giving ten or more doses of arsphenamin within from one 
o four hours we discovered that the patients receiving treat- 
ment when the solution was hot, or at the temperature of the 
blood, had no reaction or chill. Those receiving the last 
doses of the solution, which had cooled below the normal tem- 
perature of the blood, nearly always had more or less reac- 
tion. We have given more than a thousand doses by this 
method in dosages of from 0.3 to 0.6 gm. Solutions of from 
30 to 150 c.c. have been given with chills or severe reaction 
in less than 5 per cent. of the cases. 

The apparatus con- 
sists of a glass con- 
tainer practically closed 
with a wooden cover 
to prevent the entrance 
of cold air. In_ th 
center is a_ regular 
arsphenamin graduate. 
In the air chamber 
around this there are 
three 10 watt incan- 
cescent lights and a 
thermometer, register- 
ing in Centigrade and 
Fahrenheit. The lights 
may be attached or on 
separate switches. The 
rubber tubing, mixing 
jar, needles, etc., may 
be of any type desired. 
These are not included 
in the illustration. Be- 
fore the injection is 
begun the solution in 
the rubber tube can be 


brought to the proper Apparatus for administering arsphen- 
temperature by being min at the temperature of the blood. 


' 




















allowed to run back 
into the graduate. Solution left in the apparatus will remain 
at the desired temperature, depending on the number of lights 
used. 

The simplicity, practicability and economy of this apparatus 
have commended it to us, and it has become indispensable in 
our clinic. 








* Presented before the Mecklenburg County Medical Society, May 

1918. 

*From the Crowell Urological Clinic and United States Public 
Health Clinic. 








Venereal Diseases in Army and Civil Life.—In these five 
camps (Dix, Lee, Upton, Meade and Pike) there were about 
nineteen times as many cases contracted before enlistment 
as afterward. It is, therefore, the disease contracted by 
civilians before enlistment, under civil conditions, which is 
responsible for the disability due to venereal disease in the 
Army. To reduce the small amount of venereal disease con- 
tracted after enlistment is the problem of the Army. To cut 
down the vast amount brought in from civilian life is the 
problem before the state and local health officers throughout 
the United States. There is no greater or more urgent health 
problem before them today. To solve the whole problem, the 
Army and the health officers will need to exercise the closest 
cooperation—Major W. A. Sawyer, M. C, U. S. Army, 
Am. Jour. Pub. Health, September, 1918. 
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Military Medicine and Surgery 


THE EPIDEMIC OF INFLUENZA AT 
CAMP SHERMAN, OHIO 


ALFRED FRIEDLANDER, M.D. (Cincinnati) 
Major, M. C., U. S. Army; Chief of Medical Service 
CAREY P. McCORD, M.D. (Detroit) 

Major, M. C., U. S. Army; Chief of Laboratory Service 
FRANK J. SLADEN, M.D. (Detroit) 

Captain, M. C., U. S. Army; Assistant Chief of Medical Service 
AND 
GEORGE W. WHEELER, M.D. (New York) 
Lieutenant, M. C., U. S. Army; Bacteriologist, Laboratory Service 


CAMP SHERMAN, CHILLICOTHE, OHIO 


At the time the prevailing epidemic of influenza 
was at its height in New England, numerous cases 
of coryza and bronchitis appeared at Camp Sherman. 
The picture was not characteristic of influenza, but the 
condition was so frequently noticed among the patients 
of the base hospital that isolation was instituted and 
special wards set aside for this purpose. The absence 
of the usual features of influenza led to considerable 


TABLE 1.—PNEUMONIA AT CAMP SHERMAN * 








Date Admissions Pneumonia Deaths 
DO, Dest witehnoodheeaeaean 80 0 0 
| Sn ea ae 102 0 
oe SR er ae eee 216 8 1 
RG actin tween ciads 321 10 1 
SE Mich anscdochawana eke en 314 9 3 
s. Gin ere orkid pee ween 303 27 2 
I ey ere 732 97 7 
Oct 26* 15 
Oct 278 22 
Oct 55* 45 
Oct. 461 52 
Oct 214 104 
Oct 152 119 
Oct. 160 110 
Oct 73* 125 
Oct 220 97 
Oct 160 86 
Oct 51 53 

Wn. Uebivevebaleivekee 7,618 2,001 842 


* Marked irregularity exists in these figures, but the variations in the 
daily occurrence of pneumonia are apparent and not real, being due 
to the system of reporting diagnoses. 


comment as to the justification of such a diagnosis. 
This uncertainty was abruptly and definitely terminated 
by the sudden appearance of large numbers of patients 
exhibiting characteristics of clinical influenza. Unlike 
the simple syndrome of the earlier cases, the new group 
was featured by sharper onset, prostration, aches 
and pains, and high temperature. By September 24 
the transition had occurred, and this date marks the 
beginning of a definite epidemic of clinical influenza. 
At this time the population of the camp was 33,044. 
Of this number, 24,513 were white, and 8,531 were 
colored. The larger numbers of these men were 
inducted into military service from Ohio, but smaller 
groups from Pennsylvania, West Virginia, Alabama, 
Tennessee and Louisiana. Of the total population, 
15,493, or 46.8 per cent., had been in service one month 
or less. From the nature of the examinations and 
procedures incidental to induction into service, it fol- 
lowed that these men were more closely and frequently 
grouped than the other men of the command. An 
analysis of the first 4,269 cases of influenza reveals 
that 2,944, or 69 per cent., occurred in men who had 
been in service one month or less. In other words, 
two thirds of these cases occurred in a group of 15,493 
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recent arrivals, comprising less than one half of the 
camp's population. This analysis also shows that the 
incidence of the disease decreased with length of resi- 
dence in camp. 

Table 1 shows, day by day, the admissions, the 
incidence of pneumonia, and subsequent deaths. In 
this table under “pneumonia” are included, without 
differentiation, the cases of acute inflammatory pul- 
monary edema described in the section on “Clinical 
Manifestations.” 

In addition to those cases admitted to the base 
hospital, other cases of influenza to the extent of 
3,361 have been reported from the various camp 
organizations. The addition of this number to those 
admitted to the base hospital affords a total of 10,979 
as the number of individuals affected in this epidemic. 

Certain accrued statistics are of significance in rela- 
tion to the extent of the epidemic (Table 2). 


TABLE 2.—EXTENT OF INFLUENZA EPIDEMIC 


Per ( ent. 
Percentage of camp's population (33,044) affected in epidemic... 33.22 
Percentage of camp’s population admitted to base hospital (7,618) 23.05 
Percentage of total affected developing either pulmonary edema 


OF pMeumemia (7,008) nn. ccccccccvcccscccccvcsccesvececs 18.22 
Percentage of admissions to base hospital gated or de eeeeed in ™ 
ing either pulmonary edema or pneumonia .... . sae | SR 
Mortality in total number affected ane 7.66 
Mortality among patients developing either pulmonary edema or id 
PMEUMONIA 2... ee reece cece cesses ses esecnesecccuseeseeees 42 07 
Mortality in camp’s population for period of epidemic......... 2.55 


BACTERIOLOGY 


During all stages of the epidemic, examinations have 
been made to establish the identity of the responsible 
organism. This organism has been sought in materials 
obtained from: 

1. Smears and cultures from sputum of influenza patients. 

2. Cultures. from swabbings of throat and nasopharynx of 
influenza patients and immediate contacts. 

3. Cultures from sputum of patients after development of 
pneumonia. 

4. Blood cultures from patients after development of 
pneumonia. 

5. Postmortem cultures from heart's blood, lung exudate, 
pleural fluid, pericardial fluid, spleen and kidneys. 


1. Smears and cultures of sputum of influenza 
patients have uniformly exhibited the pneumococcus 
as the predominating organism. On typing, these 
pneumococci conformed to the following groups: 
Type IV, 80 per cent.; Type III, 18 per cent; Type 
Il A, 2 per cent. One culture containing the pneumo- 
coccus as the predominating organism presented two 
colonies of Pfeiffer’s organism. Certain immediate 
contacts with influenza patients were examined bac- 
teriologically at a time when free from any mani- 
festations of disease. Seventy-six per cent. exhibited 
pneumococci. Such of these as were typed were uni- 
formly Type IV. 

2. Cultures from swabbings of the throat and naso- 
pharynx of influenza patients exhibited pneumococci 
in 54 per cent. and hemolytic streptococci in 4 per 
cent. of all examined. In none of these cases were 
influenza bacilli demonstrated. 

3. On the detection of a complicating pneumonia, 
cultures were again made of the sputum. Regularly 
the pneumococcus was demonstrated with 80 per cent. 
characteristic of Type [V. Cultural conditions were 
suitable for the propagation of Bacillus influenzae, but 
in no instance was it detected. 
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4. Blood cultures were obtained from 100 patients 
after the recognition of a complicating pneumonia, 
In 6 per cent. of these cultures, growths were obtained. 
All were identified as pneumococcus Type IV. No 
other organisms have been detected in blood cultures, 
the remaining 94 per cent. being sterile. 

5. Cultures obtained at necropsy from various 
thoracic and abdominal tissues and fluids indicated the 
presence of the pneumococcus as the dominating 
organism in 53.3 per cent of the bodies examined post- 
mortem, while in 46.7 per cent. Streptococcus hemolyti- 
cus was the outstanding organism. The pneumococcus 
on being typed was classified as 75 per cent. Group IV 
and 25 per cent. Group III. In only one instance were 
both pneumococci and hemolytic streptococci encoun- 
tered in large numbers in the same case. In this instance 
Group IV pneumococci and hemolytic streptococci 
were demonstrated in all cultures taken, heart's blood, 
lung exudate, pleural fluid, pericardial fluid, spleen and 
kidney. In conjunction with the Group LV pneumo- 
coccus isolated from the lung exudate of one body, 
numerous colonies of the Bacillus influenzae ( Pfeiffer) 
were detected. 

The persistent absence of influenza bacilli in the 
diverse materials examined militates against attributing 
this epidemic to the Pfeiffer organism. Cultural con- 
ditions favorable to the growth of influenza bacilli 
have been maintained. However, within the period 
covered by this report, this organism was exhibited 
in only two individuals. More consistently have the 
cultures yielded growths of the pneumococcus, to the 
end that significance is to be attached to the pneumo- 
coccus-streptococcus group of organisms as a dynamic 
factor in this epidemic. It may not be maintained at 
the present time that the pneumococcus has been the 
specific agent causing the epidemic, as prior to the 
epidemic a high percentage of this camp's population 
harbored Group IV pneumococci. ‘The nature of the 
clinical manifestations and the processes evidenced at 
necropsy strongly bear out the contention that some 
member of the pneumococcus group has rapidly been 
distributed among the individuals of the camp, with 
activities of a character and severity not heretofore 
observed in this camp. 


CLINICAL MANIFESTATIONS 


The clinical manifestations observed necessitate a 
grouping into two form types. As already intimated, 
this epidemic was introduced by an atypical clinical 
picture characterized by mildness (Type 1). The rapid 
spread gave a serious aspect to this simple catarrhal 
infection of the respiratory tract. The clinical features 
were fever, coryza, conjunctivitis, dry hacking cough, 
little or no leukocytosis and no noteworthy chest find- 
ings. 

This type of infection was first noted among patients 
already in the hospital. It probably occurred also in 
the camp, as within a few days increasing numbers of 
such admissions required special provisions for their 
separate care. 

The absence of prostration and aches and pains led 
some to regard the diagnosis of influenza as unwar- 
ranted. Gradually, however, the type changed, and 
within five days there was a full realization that an 
epidemic of influenza was in force. The transition 
seemed rapid, once it started, and the momentum the 
epidemic acquired was appalling. This second type 
(Type II), recognized as true influenza, was charac- 
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terized by sharper onset, chills, quicker and higher rise 
of temperature, frequent epistaxis, distressing aches 
and pains, increasing prostration, red, glazed pharynx 
without tonsillitis, and an increase in the subjective 
manifestations of bronchitis, but still without note- 
worthy physical findings in the chest. Some cases of 
gastro-enteritis and a few of the so-called nervous 
form of influenza were observed. 

At once two types of more seriously ill patients 
demanded attention. In the one (Type II1), respira- 
tory distress was marked, with meager signs in the 
lungs. At the most, suppressed breath sounds with 
fine rales in the lower axillary spaces were found. 
There was no local change in expansion, vocal fremitus, 
percussion, or transmission of whispered or spoken 
voice sounds. Such signs did not necessarily progress 
to pneumonic consolidation. The other severely ill 
type, at this stage (Type 1V), was the outstanding 
clinical feature of the epidemic. This formed a dis- 
tinct clinical picture not emphasized in any published 
reports. During the height of the epidemic, many 
patients exhibited on admission a strikingly intense 
cyanosis, especially noticeable in the lips. This was 
not the dusky pallid blueness to which one is accus- 
tomed in a failing pneumonia, but rather the deep 
blueness characteristic of methemoglobinemia. These 
patients had high fever, intense air hunger, complete 
exhaustion and prostration. They were semicomatose 
or in a low, muttering delirium. The lungs contained 
diffuse bubbling rales, increasing rapidly in number and 
extent, in addition to subcrepitant rales. The course 
was rapid to death in twenty-four or forty-eight hours. 
The patient was practically a drowning man. The 
picture resembled an acutely progressive pulmonary 
edema. With the increasing moisture in the lungs, 
however, there was no sign of myocardial insufficiency 
or dilatation. The pulse was fair in volume and ten- 
sion. Cardiac outlines were unchanged. There were 
neither enlargement of the liver, nor serous effusions 
or edema in other portions of the body. 

These clinical observations were supported by the 
necropsy findings in these cases. 

At necropsy, those dead of the condition designated 
clinically as an acute inflammatory pulmonary edema 
presented lungs having one or more lobes dark red 
or bluish gray, firm and rounded, with no tendency to 
collapse. The pleural surface was smooth and glisten- 
ing, not thickened, without exudate. The lung tissue 
pitted deeply on pressure. The process was essentially 
massive and confluent. There was no evidence of a 
lobular distribution. Section through an involved lobe 
revealed an extreme grade of congestion and edema. 
Immediately on section there was a free outflow of 
thin, dark red fluid from the cut surface. From 150 
to 200 c.c. of this fluid were measured from a single 
section across the lung in the different cases. The 
cut surface was somewhat rough but not granular; 
there was no evidence of fibrinous exudation. Stained 
films of this thin fluid showed large numbers of red 
cells, very few leukocytes and epithelial cells, and 
many gram-positive cocci in pairs and short chains. 
The appearance of the bronchi was the same as that 
described in the general section on pathology below. 
The pericardium was normal throughout. The peri- 
cardial cavity contained from 25 to 30 c.c. of clear, 
straw colored fluid. No portion of the heart evidenced 
any enlargement. The myocardium presented normal 
color and consistency. 
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These cases occurred frequently during the first 
three days and persisted to a less degree throughout. 
They diminished as bronchopneumonia increased. 

The condition was suggestive of that occurring after 
exposure to chlorin gas. In many, the serous fluid 
almost poured from mouth and nostrils on change of 
position, or bubbled out in the distressing efforts to 
breathe. The man struggled against asphyxia with all 
the accessory muscles of respiration. Some of the 
patients retained consciousness for a remarkable 
period, suffering intensely. In a word, it was as if 
the severity of the irritation in the respiratory tract 
was so caustic as to produce an immediate reaction, 
serous in character. It was essentially an acute inflam- 
matory pulmonary edema. 


COM PLICATIONS 


The complication naturally to be anticipated m an 
epidemic of the respiratory type of influenza was 
pneumonia. By October 2, the pneumonias were so 
numerous as to occupy the entire bed capacity of the 
base hospital. Arrangements were then in force to 
admit influenza patients to an improvised annex and 
only pneumonia patients to the hospital. Shortly 
thereafter the available hospital beds were filled, and 
it was necessary to place 383 pneumonia patients in a 
special section of the annex. Secondarily the epidemic 
resolved itself into a pneumonia rather than an 
influenza problem. 

A careful estimation of the circumstances would 
lead one to expect a secondary bronchopneumonia of 
virulent character, in an already acutely prostrated 
individual. This was the picture: The early cases in 
particular showed low leukocyte counts, low fever, 
and rapid pulse and respirations. The asthenia inci- 
dent to influenza was so profound as to greatly dimin- 
ish the resistance to the pneumonia. 

A striking feature at this stage was the absence of 
physical signs to localize the particular area of involve- 
ment. A peculiar tympany with crepitant rales and 
distant bronchovesicular breath sounds was frequently 
all that was found. This was explained at necropsy 
by finding the pneumonic exudate in lobular distribu- 
tion mainly about the hilum of the lung and progres- 
sively diminishing toward apex and base. 

In the cases enduring longer than the average, as 
well as later in the epidemic, impairment of percussion 
was more frequently found, in varying superficial 
areas. With this were bronchial breathing and the 
other signs indicative of outspoken superficial consol- 
idation. In many of these cases the consolidation was 
lobar in distribution, often distinguishable with diff- 
culty from acute lobar pneumonia. In some a clearing 
by crisis occurred. However, as noted below, the 
pathology of the fatal cases of this type was distinctly 
different from that of acute lobar pneumonia. 

Many of these patients lay in muttering delirium 
which persisted after the temperature was normal. 
This could be explained by the asthenia, although there 
were several instances of serous meningitis.. Only once 
did secondary pneumococcal meningitis complicate the 
picture. Acute hemorrhagic nephritis was a frequent 
clinical observation. 

Five cases developed subcutaneous emphysema with- 
out demonstrable pneumothorax. This was distrib- 
uted over chest wall, neck and face, although in one 
case it involved the abdominal wall, scrotum and lower 
extremities. 
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Acute fibrinous pleurisy, even pleural pain, was not 
observed, except in a few instances in the latter days 
of the epidemic. At the date of writing, one case of 
empyema had appeared. 

The more hopeful cases were frequently character- 
ized by small patches of consolidation which com- 
pletely cleared often in from ten to twelve hours. This 
was one of the striking features of the epidemic. 

Other than pneumonia, complications to influenza 
were slight. Profuse epistaxis without nasal ulcera- 
tion was very frequent at onset, and later. acute 
catarrhal otitis media was common, but fortunately 
always cleared without perforation of the drum. 
Hemorrhages into the middle ear and a few instances 
of acute sinusitis occurred, 


PATHOLOGY 
The lesions of the lungs associated with the clinical 
picture of the acute inflammatory pulmonary edema 
are sO pertinent in their relation to that condition that 
their description has been included in the foregoing 
description of the clinical manifestations. 
In the necropsies of those patients that died of pneu- 
monia the lesions noted in the lungs were those of a 
confluent bronchopneumonia involving one or more 
lobes. In the average case more than 50 per cent. of 
the lung tissue was involved and frequently as much 
as 90 per cent. The order of frequency of lobe involve- 
ment in this confluent pneumonia was right lower, left 
lower, right upper, left upper, right middle. In addi- 
tion to this massive confluent process, there were 
patches affecting only a few lobules scattered through- 
eut the remainder of the lungs, which resembled the 
ordinary type of bronchopneumonia. 
The lobe affected with the confluent pneumonia was 
-ounded, tense and firm, with no tendency to collapse ; 
pitted on pressure and did not crepitate. The 
ffected lobe, when placed in water, invariably sank. 
(he pleura was smooth and glistening ; a few presented 

beginning fibrinous exudate. The color of the 
involved lung in some was a deep red, in others a deep 
bluish gray, giving the lung a cyanotic appearance. 
Lobular outlines were indistinct or wholly obliterated. 
\t rare intervals in a confluent involvement, isolated 
lobules would be unaffected. 

On sectioning the lung there occurred an immediate 

exudation of dark bloody fluid. In those patients 
haracterized clinically as having pulmonary edema, 
‘this exudation was profuse to the extent of the spon- 
‘aneous outflow of from 150 to 200 c.c. of this thin, 
dark red fluid. The consistency of the lung tissue was 
that of soft muscle and not friable. On scraping the 
surface with a knife only a thin bloody exudate was 
expressed; no air bubbles nor fibrinous plugs. The 
scraped surface was dull and somewhat rough, but 
not granular. The color was a deep red, showing in 
places small areas from 4 to 5 mm. in diameter which 
were firm in consistency, almost black, and slightly 
raised above the surrounding tissue. These were noted 
more frequently adjacent to the smaller bronchi. The 
blood vessels of the affected lobe were dilated and con- 
tained dark fluid blood. 

In the discrete lobular type of involvement, the 
affected lobules were distinctly raised above the sur- 
rounding lung tissue and were rather firm and resis- 
tant to the touch. The color, consistency and appear- 
ance on cut section were similar to those of the con- 
fluent lesion described above, excepting that the amount 
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of fluid exudate was much less. These discrete areas 
were more numerous near the hilum of the lung and 
diminished in number and size toward the apex and 
base. 

The portions of the lungs not affected by the pneu- 
monic process showed varying degrees of congestion 
and edema. At times the amount of congestion was 
surprisingly small, even in those portions of the lung 
that were contiguous to the involved areas. 

The bronchi contained thin, frothy, blood-tinged 
fluid, no mucus, no purulent material. The mucous 
membrane of the trachea and larger bronchi was 
swollen, causing distinct narrowing of the lumen. The 
color was pink, deep red or purplish, the small blood 
vessels showing intense injection. The smaller bronchi 
were dilated, the walls thin, and the swelling and injec- 
tion of vessels not so prominent as in the larger tubes. 

Most cases showed a complete absence of pleural 
involvement, and no excess of fluid, nor adhesions. 
In one case the right pleural cavity was filled with thin 
pus from which a pure culture of pneumococcus was 
obtained. 

The pericardium presented no indication of involve- 
ment. The pericardial cavity contained from 15 to 60 
c.c. of clear straw-colored fluid at times slightly green- 
ish. The heart usually presented trivial enlargement 
on the right side; the right auricle was distended with 
blood; the right ventricle presented moderate dilata- 
tion; the myocardium was red or brownish red, bled 
easily and was usually of firm consistency. On occa- 
sion the right ventricular wall was moderately thin 
and flabby. The valves and cavities of the heart 
presented no characteristic findings. 

The liver and spleen presented varying degrees of 
congestion, but were without other significant findings. 
The kidneys in a number of necropsies exhibited a 
beginning acute hemorrhagic nephritis. 

Other accrued data from these necropsies of a gen- 
eral nature have been omitted as not pertinent to this 
report. This report is based on the first twenty necrop- 
sies of this epidemic. The early ones of the series 
were uniformly on deaths from pulmonary edema, 
while the latter half of the series predominately con 
formed to the confluent bronchopneumonia type. 


THERAPY 


1. /nfluensa.—Great care was taken to avoid undue 
exposure in these cases. Rest in bed, indoors, free 
purgation, gargles, acetylsalicylic acid and Dover's 
powders (pulvis ipecacuanhae et opii, U. S. P.) con- 
stituted the general plan of treatment. It is important 
to emphasize the fact that many of these patients, after 
two or three days of normal temperature, and during 
apparent convalescence, developed bronchopneumonia. 
This led us to take great care, retaining the patients in 
the hospital for seven days after defervescence, with 
frequent periodic chest examinations. 

2. Acute Inflammatory Pulmonary Edema.—This 
presented a new problem in therapy. The principles 
of treatment employed in pulmonary edema incident 
to dilatation of the heart, though seemingly not indi- 
cated by the condition in question, were employed. 
Digitalis, a soluble caffein salt, morphin and venesec- 
tion were without significant value. This was equally 
true of large doses of atropin. Oxygen was of tem- 
porary value. Posture accomplished drainage but did 
not influence the end-result. Pituitary solution, hypoder- 
mically, was suggested by the similarity of this condi- 
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tion to the results of gassing. No benefits were gained 
by its use. This general lack of response to treatment 
was to be expected, however, when one realizes that 
the patient in acute inflammatory pulmonary edema 
is constantly exposed to the respiratory irritant. The 
mechanical emptying of the bronchi by vomiting 
induced by ipecac was regarded as contraindicated on 
account of its heroic character. This condition must 
he regarded as the most fulminant type of respiratory 
influenza, against which no especial measure was of 
avail, ’ 

3. Secondary Acute Bronchopneumonia.—The usual 
recommendation as to diet, fresh air, rest, mild purga- 
tion and elimination were issued to all ward surgeons. 
\ll cases were digitalized, and reliance placed on solu- 
ble caffein salt for quick stimulation. Strychnin in 
large doses hypodermically had a distinct value in the 
existing asthenia. 

GENERAL MEASURES 


When it became evident that the epidemic would be 
apt to assume large proportions, the camp commander 
appointed a board (of which two of us were members ) 
to formulate provisions for emergency camp sanitation 
and provide adequate facilities for handling large num- 
bers of patients. This board had plenary powers. Its 
recommendations were at once put into effect by a 
series of orders issued by the camp commander. 

The more important recommendations of the board 
may be thus summarized: 

The camp was quarantined. Soldiers were not per- 
mitted to leave camp, and only relatives of very ill 
patients were allowed to enter. 

Theaters, post exchanges, Y. M. C. A. buildings, etc., 
were closed, and congregating of soldiers within doors 
was forbidden. 

All barracks were thoroughly cleaned and all over- 
crowding of well soldiers eliminated. <A considerable 
number of the command was put under canvas. 

Continuous ventilation of barracks was insisted on, 
responsibility for proper execution of orders being 
placed on organization commanders. 

All tents were ordered furled during the day. 

All bedding and clothing was given a daily sunning 
and airing, weather permitting. 

All members of the command were required to 
gargle twice daily with a 1: 10,000 quinin gargle. This 
was done because routine throat cultires early in the 
epidemic had shown that the pneumococcus was con- 
sistently present in large numbers in most of the throats 
examined. The pneumococcidal value of quinin in 
weak solution is thoroughly established. 

Dry sweeping of barracks was forbidden, damp 
mops being used. 

All roads in and around the camp were sprinkled 
twice daily to keep down dust. 

An entire section of camp was at once emptied of 
troops, and the barracks thus obtained were fitted up 
as hospital wards. In all, 5,200 beds were thus pro- 
vided. This annex to the base hospital was put under 
immediate charge of the commanding officer of Evac- 
uation Hospital No. 28, which was mobilizing at this 
camp. The personnel of this organization was aug- 
mented by sending medical officers from line organiza- 
tions and the base hospital. The annex was under 
general control of the officials of the base hospital. 

The base hospital itself was given over almost 
entirely to the care of pneumonia patients. All porches 
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were filled with beds, without undue crowding, and 
the provisions of 1,000 cubic feet of air in wards 
rigidly adhered to. 

The base hospital thus equipped had a capacity of 
2,400 beds, of which 2,000 were available for pneu- 
monia patients. Sheet cubicling of wards and porches 
was systematically carried out. 

The general plan contemplated the using of the 
annex for the milder cases, transferring all pneumonia 
patients, known or suspect, back to the base hospital. 
At the height of the epidemic this was found to be 
impracticable, and three barracks (300 bed capacity ) 
were set aside in the annex for the handling of pneu- 
monia patients. To these barracks special medical offi- 
cers and trained nurses were assigned. 

In the base hospital proper, one ward surgeon was 
assigned to each pneumonia ward. The emergency 
necessitated the use of many medical officers in a field 
far removed from their usual spheres of activity. The 
system of ward supervisors, general and special con- 
sultants as devised, made it possible to secure for the 
patients the maximum amount of proper medical treat- 
ment, 

SUMMARY 

In this epidemic of clinical influenza occurring in an 
Army camp with a population of 33,044 soldiers, 
10,979 men (33.22 per cent.) contracted the disease. 
Secondary to the influenza there occurred a high inci- 
dence of pneumonia, affecting 2,001 (18.22 per cent.). 

The outstanding features of the epidemic were: 

1. Of the camp’s population (33,044), 15,493 
(46.8 per cent.) were men who had been inducted into 
service within the previous month. This group of 
men contributed 2,944 (69 per cent.) of the first 4,269 
cases occurring in the camp. That is, two thirds of 
this group of cases occurred from a group of men 
comprising less than half the camp’s population. The 
incidence of the disease decreased with the length of 
residence in camp. 

2. The severity of the infection occasioned a high 
mortality. During the epidemic, 842 deaths occurred, 
7.66 per cent. of the total number affected in the epi- 
demic and 2.55 per cent. of the camp’s population. All 
deaths were attributable to acute inflammatory pul- 
monary edema or to pneumonia. 

3. Bacillus influenzae (Pfeiffer) has not been dem- 
onstrated as the causative organism. The frequency 
of its detection has not exceeded the frequency of its 
existence under normal conditions. 

4. Pneumococcus, chiefly Type IV, has been the 
predominating organism. From the sputum the pneu- 
mococcus has been recovered uniformly. In necropsies 
the pneumococcus was detected in 53 per cent. of 
instances. The hemolytic streptococcus occurred in 
47 per cent. of thoracic exudates. 

5. The clinical manifestations necessitate a division 
into four types, which represent a progression in 
severity. Type I, characterized by coryza and 
bronchitis, was the forerunner of the true influenza 
(Type 11). Type III comprised a group with sub- 
jective signs without demonstrable objective evidence 
of pneumonia. Type IV, acute inflammatory pul- 
monary edema, represented the most fulminant type 
of respiratory influenza. 

6. The intense asthenia produced by the influenza 
influenced both the picture and the outcome of the 
secondary bronchopneumonia. 
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SCABIES IN MILITARY AND CIVIL 
LIFE 


ITS DIFFERENTIATION, COMPLICATIONS AND 
TREATMENT 


FRANK CROZER KNOWLES, M.D. (PuHivavetruta) 
Captain, M. R. C., U. S. Army; Dermatologist, U. S. Army 
Base Hospital No. 10 


FRANCE 


War is the great teacher of efficiency. The greater 
the man power that can be kept in the field and the 
fewer men that have to be sent to the rear for disa- 
bility, the sooner will victory end this world war. 
(here is-probably no greater problem today in the 
fighting forces in Europe than the group of animal 
parasitic diseases. It has often been said that intense 
itching which keeps the patients awake night after 
night is harder to bear than pain. There seems to be a 
rather chaotic condition present as to the understand- 
ing of the clinical manifestations of scabies, its differ- 
entiation from the various forms of pediculosis, its 
complications and its treatment. The various animal 
parasitic conditions attacking the skin should be under 
the care of trained dermatologists rather than being 
distributed haphazard among all of the general hos- 
pitals. If the excellent suggestions typed by Major H. 
\MacCormac, R. A. M. C., were followed minutely, the 
cure of scabies would be very much hastened. 

During the last fifteen years I have personally 
treated in civil hospital practice, in my various hospital 
clinics and dermatologic wards of eighty beds, 8,000 
cases of scabies. The incidence of this disease has 
heen a little more than 5 per cent. of the total derma- 
tologic cases observed during this time. During our 
twelve months tenure at this large British general 
hospital, there have been somewhat more than 2,000 
ases treated in the skin department, and of this num- 
ber over 500 have been scabies. If conditions secon- 
dary to scabies, such as furuncles, impetigo, folliculitis, 
septic sores and so-called inflammation connective 


TABLE 1.—DIFFERENTIATION BETWEEN SCABIES AND 
PEDICULOSIS CORPORIS 


Scabies Pediculosis Corporis 
Ceneral in distribution, exclusive General in distribution, exclusive 
f the face and scalp. of the face, scalp, hands, feet 


and the lower arms and _ the 
lower legs 


Predilection for the webs of fin- Predilection for extensor surface 


gers, flexure surface of the of the upper arms and upper 
wrists, penis, flexure surface of legs, and posterior surface of 
extremities, and anterior surface the trunk, particularly across 
of trunk the shoulder and lower back 
Diagnostic sign the “burrow,” a Diagnostic sign the  pediculus, 
minute zigzag line, consisting of small pinhead in size, found in 
alternating blackish and whitish the seams of the clothes more 


dots, the width of a thin thread, frequently than on the body 
and from the smallest fraction 

to \& inch in length; itch mite 

too small to look for; pinpoint 

in size 


The eruption we speak of as multi- The eruption consists chiefly *of 
form; papules, vesicles and pus long, linear scratch marks, small 
tules, boils and large crusis punctate hemorrhages and exco- 

riations; not infrequently crusts 
and boils 


Itching severe, usually at night Itching severe, usually at night 
tissue (I. C. T.) were included, almost 1,000 more of 
these cases would be classified under the former head- 
mg. In other words, 1,500 of the 2,000 dermatologic 
cases were either frankly scabies or secondary to 
scabies. 

Table 1 will elucidate the differentiation clearly 
between pediculosis corporis and scabies. 


SCABIES— 
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Scabies in military and in civil practice differs con- 
siderably, as shown by Table 2 

Scabies is readily differentiated from pediculosis, 
for, in the latter disease, the diagnosts is based on find- 
ing the small pinhead-sized ovum (“nit”) attached to 
the hairs in the pubic or axillary regions ; m hairy imd- 
viduals, any hair on the entire surface of the body, 


TABLE 2.—SCABIES IN CIVIL LIFE AND IN MILITARY LIVE 


Scabies in Civil Life Scabies in Military Life 


Eruption usually on the lateral Hands are involwed in but few 
aspect and webs of fingers, con cases 
sisting of pustules and burrows, 
excepting in those unusually 
cleanly, in washerwomen, and 


mechanics Who work in oils, 
greases, graphite, ete 

Penis frequently shows only one Penis usually shows a marked in 
or two pustules and burrows and volvement, numerous pustules 
occasionally none and burrows 


Complications are absent in most Complications, such as an unusu 
cases ally large number of pustules, 
boils, impetigo, and the so-called 

C. T. (secondary pustular 


lesions) are frequently prese 


exclusive of the scalp, may show this nit. Ina recent 
series of 200 patients minutely examined, pediculosis 
pubis was present in 190 of the cases. 


METHOD OF TREATING SCABIES 

On the first day the patient is given a warm bath 
with plenty of soap. One rubbing is given with sul 
phur (precipitated sulphur, 1 dram to the ounce of 
petrolatum). 

On each of the next three days a sulphur rubbing is 
given. 

On the fifth day a warm bath with plenty of soap, 
and clean clothes, are given. 

Thorough and minute examination of the entire body 
is made to insure that no active disease remains. If 
active lesions are still present, four more days of sul- 
phur rubbings are given, followed by another warm 
bath, another careful examination of the skin surface, 
and clean clothes. 

Method of Rubbing.—A noncommissioned officer, 
orderly or myself is always present as the patient rubs 
himself or is rubbed. A minimum of fifteen minutes 
is taken for the rubbing of each patient. The ointment 
's rubbed in thoroughly on every portion of the entire 
cutaneous surface, from the collar line downward ; not 
even the smallest part is missed. The ointment is 
rubbed in with sufficient friction to open up and 
destroy all of the burrows. <A thin coating of this oint 
ment is purposely allowed to remain over the entire 
skin surface, excepting the face and scalp (areas that 
are never attacked excepting in breast-fed babies), 
after the rubbing is completed, so that if any of the 
acari have escaped they will be suffocated by the sul- 
jhur fumes. In addition, when there are a considera- 
ble number of pustules and boils present, the areas 
so involved are bandaged with sulphur ointment after 
the daily rubbing is completed. 

The greatest care is exercised in treating scabies in 
a separate hut or tent, in the thorough disinfection of 
all articles of clothing, and in the use of separate baths 

Treatment of the Complications of Scabies.—There 
is no more efficient remedy for the treatment of all 
secondary pustular conditions following scabies than 
ammoniated mercury ointment, from 20 to 40 grains 
to the ounce of petrolatum. Boils in their incipience 
wre best cured by rubbing in thoroughly each day for 
ten minutes a 25 per cent. ichthyol ointment; in a 
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later stage they require opening. If boils continue to 
recur or a large number are present, autogenous vac- 
cines are indicated. Septic ulcer and inflammation 
connective tissue not infrequently require rest in bed 
and the local application of ammoniated mercury, 20 
grams to the ounce of zinc oxid ointment. 

The efhieacy of treating scabies, in the method out- 
lined above, is proved not alone by the cure of 8,000 
cases in civil practice but by the result obtained in 
the minute care of the last 150 cases treated in 
this hospital. Twenty-five per cent. of the latter 
patients were discharged cured in five days; 50 per 
cent. in nine days, and 15 per cent. in sixteen days. 
The remaining 10 per cent. required from three to six 
weeks. The length of time required in the latter cases 
was due to the large number and severity of the 
primary or secondary stayphylococcic lesions, such as 
doils, impetigo, septic ulcers, folliculitis and inflamma- 
tion connective tissue. 

SUMMARY 


1. Scabies should be treated by the routine sug- 
gested by the leading dermatologists of Great Britain, 
France and the United States. 

2. Scabies is a greater problem in military than in 
civil life because of its greater frequency and severity. 

3. Scabies is rather atypical in military life because 
of the comparative freedom of the hands and more 
marked involvement of the penis. 

4. Complications secondary to scabies are much more 
frequent and markedly more severe in military than 
in civil practice. 

5. A rather prolonged convalescence is observed in 
approximately 10 per cent. of scabies in military 
practice. 





NEW METHODS FOR BLOOD TRANSFU- 
SION AND SERUM THERAPY 
FRANK W. HARTMAN, M.D. 

Lieutenant, M. C., U. S. Navy 
WASHINGTON, D. C. 

1 A ONE MAN CLOT PROOF TRANSFUSION APPARATUS 


In working more or less constantly during the past 
year with blood transfusion by the citrate method, we 
have found numerous pitfalls and have tried to sim- 
plify the apparatus, eliminating chances of failure. 

The principal difficulty has been to use a needle 
small enough so that one trial is enough to get well 
into the vein and still prevent clotting long enough to 
get the desired amount of blood. A 17-gage needle 
(g). preferably platinum, ts large enough and causes 
the donor no marked discomfort. However, as the 
blood reaches the tube leading to the container there 
is a slowing of the stream because of the large bore 
of the tube compared with that of the needle. The 
walls of this tubing soon become coated with blood 
cells and a clot filling the lumen results, often before 
the desired amount of blood is drawn. 

With these facts in mind, the apparatus shown in 
the illustration has been devised, which provides for 
citrating the blood to any degree, at the needle. Not 
only does this prevent clotting in the tubing but it also 
does away with the necessity of agitating the container 
while the blood is being drawn. 

A one or two quart E. Z. seal fruit jar (A) is used 
as a container. A 12-gage rubber stopper (C) fits the 


TRANSFUSION—HARTMAN 





Jourg. A. M.A 
Nov. 16, 1918 


neck of this jar perfectly. A large hole is bored in the 
center of the stopper and the neck of a round 4-ounce 
bottle (B) fitted inté it. Two small holes are bored 
through the stopper, one for the pressure tube and a 
second for the blood-carrying tube. The tubes are 
passed directly through the stopper because we find 
sterilization only causes the rubber of the stopper and 
tube to fuse, whereas glass tubes passed through it sear 
the surrounding rubber on sterilization, and soon leak- 
age occurs. The bleeding tube (D) may be continuous 
from the needle to the bottom of the container, or may 
have a glass tube attached inside as illustrated. It is 
found convenient to have a connection at the distal 
end of the bleeding tube so that needles may be 
exchanged at any time. A second needle (f£) of any 
size may be used to lead the citrate into the bleeding 
tube. Irom this a rubber tube (£) passes to the bot- 





















































¢ 
Apparatus for blood transfusion and collection of plasma. 


tom of the citrate bottle (B). This tube is broken 
by a small dropper (/'), such as is used on the Dakin 
irrigating apparatus, so that as the flow of citrate is 
regulated by the stopcock (H), we may be certain that 
the citrate is never completely cut off. 

The pressure tube just pierces the stopper, and may 
be broken by an elongated glass bulb filled with cot- 
ton (J). With this precaution, suction and pressure 
may be made by mouth if pump or bulb is not available. 
An ordinary aspirating pump answers very well. 

From 15 to 20 c.c. of 2.5 per cent. sodium citrate solu- 
tion are placed in the jar (A), the citrate bottle (B) is 
filled with the same solution and the stopper loosely 
fitted to the mouth of the jar. The needle is protected 
with gauze or cotton and the whole wrapped and steril- 
ized. When the actual operation is undertaken, the 
stopper is fitted more tightly and clamped down with 
the lid wire of the jar. The citrate in the jar is force:! 
over to fill the tubes and needle and the tube clamped 
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off at 7. The apparatus is set on the operating table in 
the angle between the donor’s arm and his body. A 
prominent vein is chosen and the surrounding skin 
cleansed with iodin and alcohol. The needle directed 
toward the body, is plunged into the vein, the clamp (/) 
released, and gentle negative pressure produced in the 
bottle. A generous flow of citrate is allowed through 
F until the blood is seen to be coming over properly ; 
then the flow is regulated so as to obtain approximately 
10 c.c. to each 90 c.c. of blood drawn, erring only in 
excess. The jar and citrate bottle are graduated with 
a file or diamond point. 

The desired amount of blood being obtained, the 
pump is reversed, the citrate tube clamped off at H, 
the needle changed, and the blood tube and needle filled 
with the citrated blood and clamped at /. The patient’s 
vein is needled, and after release of the clamp (/), the 
solution is forced from the bottle with low, even pres- 
sure. The use of the fruit jar furnishes a cheap and 
efficient container which is readily obtainable in large 
quantities. The lid clamp precludes any trouble with 
leakage about the stopper, regardless of the amount of 
negative or positive pressure exerted ; and in case the 
blood is stored, the usual glass lid and rubber washer 
may be clamped on, sealing the jar quickly and 
securely. 

2. COLLECTION OF HUMAN PLASMA 
USE 


FOR THERAPEUTIC 


In the present influenza epidemic it occurred to us 
to try citrating the blood and sedimenting the cells in 
order to obtain plasma from convalescent pneumonia 
patients rather than obtain it by the usual clot and cen- 
trifuge method. The apparatus is especially adapted 
for the purpose, since jar after jar of blood may be 
obtained by merely shifting the stopper from one 
sterile jar to the next, drawing the blood and in turn 
sealing them with the glass top. It was soon found 
that dilution hastened by sedimentation, so that by 
using a 1 per cent. sodium citrate solution in physio- 
logic sodium chlorid solution, 25 c.c. to 75 c.c. of blood, 
the cells settle to the lower half of the mixture in 
twelve hours’ time when kept in the ice chest. For 
example, when 500 c.c. of blood are drawn, 125 c.c. 
of the citrate-sodium chlorid solution are used, and 
from the 625 c.c. mixture we obtain on an average 
312.5 e.c. of serum and citrate-sodium chlorid solution 
mixture. This mixture is about one third citrate-salt 
mixture and two thirds plasma ; hence from the 500 c.c. 
of blood drawn we obtain 200 c.c, of serum after 
twelve hours’ sedimenting. The yield of serum 
obtained by the clot and centrifuge method as carried 
out in Boston recently has been about 300 c.c. per 
thousand c.c. of blood or 150 c.c. per 500 c.c. of blood. 
The supernatant fluid is decanted or drawn off with 
bulb pipets. 

The advantages are the facility of obtaining the 
blood, the small amount of apparatus required (large 
centrifuges with suitable heads are only occasionally 
available), the small amount of handling necessary, 
and the large yield of plasma obtained. 

Any number of jars are obtainable, and donors are 
bled in rapid succession with a single stopper by refill- 
ing the citrate bottle and occasional cleaning and boiling 
as a precaution against clotting and contamination. 
The plasma is used without regard to group or compat- 
ibility. Two cases, each complicated by empyema, 
among twenty-two treated with this plasma, were lost. 
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3. TEST PAPERS FOR THE RAPID SELECTION OF DONORS 


It is always desirable to match blood directly if 
possible, and a modification of Lee’s method ts used, 
2 drops of the patient’s serum and 1 drop of the 
donor's red cell suspension (1 drop of blood to 1 c.c. 
of citrate-sodium chlorid solution) being placed at one 
end of a slide, and 2 drops of the donor's serum and 1 
drop of the patient's red cell suspension at the other, 
and being incubated in a moist chamber at 37 C. for 
one hour. 

For the grouping of donors and recipients a method 
has been devised which is workable and should prove 
practical, for men at the front particularly. 

The blood is drawn and citrated as for transfusion, 
and then set in the ice chest for several days to allow 
as complete sedimentation as possible. The super 
natant plasma and citrate are drawn off, placed in a 
large porcelain dish, and evaporated to dryness with the 
electric fan. To the residue is added the smallest 
amount of physiologic sodium chlorid solution that will 
dissolve the residue. Grinding in a mortar facilitates 
the solution. Squares of heavy filter paper are satu 
rated from this after the method of preparing ambo 
ceptor paper for the Noguchi test. This is allowed to 
dry between layers of unbleached muslin. The dried 
paper may be kept sealed in oiled paper envelops or in 
any moisture-proof container. 

For grouping, strong agglutinating papers of groups 
of two and three are needed. The test consists in 
cutting a strip of filter paper 2 mm. wide and 2 cm. 
long of two and three groups. These ‘are folded into 
a V, placed on a polished background, preferably white 
enamel or porcelain, and a drop of water added to each. 
A drop of blood is drawn from the person to be 
grouped and a small portion of it put into each group. 
Sufficient salt and citrate will have gone into solution 
to prevent hemolysis and clotting. The concentration 
of the serum ts such as to cause marked agglutination 
easily visible to the naked eye in from three to five 
minutes if it is to occur. 

From experience with amboceptor paper and anti 
bacterial serums thus preserved for use in the tropics, 
we may expect this serum to retain its agglutinins 
indefinitely. A small package would be enough for 
many tests and can readily be sent through the mails. 
No glassware or solutions are necessary for the test. 


Rectal Injection of Arsphenamin.—A. Azemar publishes in 
the Annales de dermatologie, 1918, 7, 14, a report on the 
rectal administration of the novarsenobenzol brand of ne 
arsphenamin in the treatment of syphilis. He reports the 
details of thirty-six cases and gives a summary of the 
literature on the subject. The drug was rapidly absorbed 
from the rectum, appearing in ponderable quantity in the 
urine in two hours, but there was none after the sixth day 
The therapeutic effect is less rapid, less profound, less cor 
stant and less durable than when the drug is administered 
by the vein. The intrarectal technic might be utilized during 
periods of latency and as preventive treatment, but he do« 
not advise it as a general method or with active manifes 
tations. His dose was usually 0.9 gm. for otherwise healthy 
adults, repeated at six day intervals. In seven tenths of the 
cases, five injections completed the cure. With 
than this the results were disappointing. For children and 
debilitated adults, the doses were 0.6 or 0.7 gm. He added 
ten or fifteen drops of tincture of opium to the fluid. There 
were never any indications of intolerance at the time or later. 
Mercurial treatment might be combined with this technic, ba 
he did not attempt it. 
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ANOTHER WORD REGARDING CREATINURIA 


In contrast with creatinin, creatin is not a normal 
constituent of the urine of healthy adult men, though 
it makes its appearance as the result of disturbance 
of metabolism. It may be found in the urine of women 
and is commonly excreted by children. These well 
substantiated facts offer a chemical and physiologic 
puzzle that has given rise to much _ speculation 
and considerable experimentation. The hypotheses 
advanced need not be detailed again here. They 
differ fundamentally in one respect, namely, as to 
whether the eliminated creatin is primarily of endog- 
enous or exogenous origin. Rose has thus formulated 
the controversy: The acidosis theory of Underhill,’ 
and the carbohydrate deficiency theory as developed 
by Mendel and Rose,? agree in attributing urinary 
creatin in individuals on a creatin-free diet to an 


entirely endogenous source, namely, the creatin of the 


tissues. The theory of McCollum and Steenbock*® and 
of Denis* suggests an exogenous origin of urinary 
It is uni- 
versally recognized that in ultimate analysis tissue 


creatin in certain amino-acids of the diet. 


creatin must be synthesized from amino-acid; but the 
question at issue is, Does creatin formation proceed 
only so far as this substance is needed by the cells, or 
may the reaction be induced indefinitely by the intro- 
duction of creatin precursors? In other words, Is 
creatin an anabolic product formed for a specific pur- 
pose or function, or is it a normal product of the 
catabolism of protein, whether this protein be of tissue 
origin (starvation) or of food origin (high protein 
cliet ) ? 

After Denis had reported that in adults with exoph- 
thalmic goiter and in normal children, the creatin 
output can be greatly augmented by increasing the 
protein of the diet, while it is promptly diminished in 
amount or made to disappear entirely by lowering the 
intake of protein, and that diets rich in protein lead 


1. Underhill, F. P.: Jour. Biol. Chem., 1916, 27, 127. 

2. Mendel, L. B., and Rose, W. C: Jour Biol. Chem, 1912, 10, 213. 

3. McCollum, E. V., and Steenbock, H.: Jour. Biol. Chem., 1913, 
13, 209. 
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to the excretion of creatin in normal women but not 
in normal men, contradictory evidence was soon pro- 
duced. Rose, Dimmitt and Cheatham’ showed that, 
contrary to the generally accepted idea, the feeding of 
much protein to fasting men can result in the entire 
disappearance of creatin from the urine. These inves- 
tigations, undertaken at the University of Texas, have 
now extended*® to demonstrate clearly that the inges- 
tion of diets excessively high in protein fails to induce 
the excretion of creatin in normal women and men. 
Diets yielding from 3,400 to 3,900 calories a day, 
whether accompanied by a moderate (13 gm.) or a 
large (27 gm.) nitrogen intake, exerted no appreciable 
influence on creatin-creatinin metabolism. 

The Texas biochemists adhere to the belief that no 
evidence has yet been adduced sufficient to justify the 
acceptance of a theory that postulates an exogenous 
origin of urinary creatin in the absence of creatin in 
the diet. This is quite different from the contrary 
hypothesis that ‘‘on the ingestion of protein some frac- 
tion of this is transformed into creatin, transported to 
the muscles, and there absorbed. If so much creatin 
is manufactured that the muscles become supersatu- 
rated, creatin is excreted by way of the kidney.” The 
burden of proof for such a view still remains with 
its advocates. Meanwhile the secret of the genesis of 
creatinuria is still to be sought in the study of 
metabolism. 





FOOD AND THE HUMAN MACHINE 

“Food is the fuel of the human furnace, and must be 
furnished to that furnace in accordance with its needs.” 
If this dictum of physiologic science is correct, we may 
properly inquire whether the needs of man are far 
smaller than students of nutrition have taught of late,’ 
or whether the energy metabolism of the German sub- 
ject has assumed a uniquely low level in consequence 
of the war. One hears of the pronounced reduction in 
food allowance among the civilian population of the late 
Central Powers, and the implication is that the ration- 
ing schemes are carried out without detriment to the 
inhabitants.- We need to learn the lessons which their 
experience, whatever it may be, can teach; for America 
and her allies also have their food problems. 

What are the accepted facts? The basal metabolism 
or heat production of an average man weighing 156 
pounds (70 kg.) will be 70 calories an hour at rest and 
without food, or 1,680 calories in twenty-four hours. 
The maintenance requirement when food is ingested 
may be augmented by 10 per cent. The basal require- 
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ment of energy may be reduced by undernutrition, and 
this process may largely economize food. To accom- 
“lish a given amount of work, however, a fixed amount 
of food fuel is required, irrespective of the nutritive 
condition of the organism. 

It is reported that the German army received extra 
leavy rations prior to the commencement of the great 
offensive for Amiens on March 21 of this year, and the 
veneral advice is that that army has always been well 
provided with food. With the civilian population, 
lowever, the situation has been reported to be serious, 
and accounts agree that the worst shortage of food 
occurred in the spring of 1917. According to the pub- 
lished statement of a Munich clinician,* in October, 
1917, the civilian ration at Munich contained protein, 
56.7 gm., fat, 30.5 gm.,and carbohydrate, 308 gm. It was 
inade up of bread, meat, milk, potatoes, sugar, cheese, 
egg, butter and grits, and had a value of 1,760 calories. 
in January, 1918, it remained substantially unaltered. 
[hese astounding figures are corroborated by Jansen,’ 
according to whom the official ration of Munich in the 
spring of 1917 contained 1,600 calories and 9.7 gm. of 
itrogen, which is equivalent to 60 gm. of protein. 

It is one thing to furnish a ration and another to 
nourish a population adequately with it. Jansen has 
thrown an illuminating light on the situation. The 
ration cited was given to several men who were occu- 
pied as interns in*the medical clinic of Friedrich von 
\liller, and nitrogen balance experiments were carried 
out on them for from six to thirty-one days, as in the 
experiments. of Chittenden. Prior to the observations 
ihe men had been for some time on short rations, espe- 
cially as regards the protein components. It is stated, 
however, that the average loss in weight since the war 
began was about 5 kg., which certainly does not indi- 
cate excessive emaciation. The average weight of the 
ubjects was 62 kg. While partaking of the foregoing 
diet each man lost weight daily and also very nearly 
2 gm. of nitrogen. This loss was attributed to the 
leficiency of calories in the dietary, for the addition 
of 500 calories in the form of sugar resulted in main- 
tenance of the body weight as well as in nitrogen 
equilibrium, 

3ut the laws of the metabolism of energy are 
immutable. Two of the men, when partaking of the 
othcial Munich ration, undertook muscular exercise in 
the form of walking. Such exercise under ordinary 
circumstances would have been accomplished without 
effort. After walking three and five hours, however, 
the subjects felt obliged to return to Munich by train. 
Before the walk the basal metabolism had been deter- 
mined as 1,400 calories a day. On the return to the 
laboratory the subjects were too excitable and irritable 
to lie quietly in the respiration chamber, but a deter- 
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mination of the basal metabolism of one of them was 
made twelve hours after the completion of the walk 
and showed an increase of 50 per cent. above the 
normal level. 

It appears from these experiments that what is pub- 
licly proclaimed as the official ration of a German city 
must be supplemented to a very considerable extent by 
the purchase of unrationed foodstuffs if the day’s work 
is to be accomplished. It is furthermore interesting to 
note the statement that two women interns had both 
gained in weight during the war. Since a woman needs 
less food than a man, any attempted equality in the 
distribution of foods would ensue to her benefit. 





THE PARATHYROIDS AND IDIOPATHIC 
TETANY 

However expressive the word “idiopathic” may be 
as an indication of definite symptoms or as the desig- 
nation of a recognized clinical entity, it almost 
invariably leaves a query in the mind of the critical 
student as to the underlying cause or significance of 
what is described thereby. This has long been true of 
idiopathic tetany or spasmophilia. This hyperexcitable 
state of the nervous system is manifested by a spastic 
condition of the muscles of the extremities, by 
laryngeal spasm, and by epileptiform convulsions if 
its active state. In the more recently described latent 
forms there is merely an increased response to mechan- 
ical or electrical stimulation of the peripheral nerves. 
In childhood, idiopathic tetany is usually associated 
with rickets ; in adult life, its incidence goes with dila- 
tation of the stomach, pregnancy, certain infections, 
and a few occupations. These facts have long been 
known. 

Of the many causes that have been assigned to this 
spasmophilia—disease of the brain, “rheumatism,” 
metabolic derangements, specific infection, and endo- 
crine abnormalities, the last has offered the greatest 
possibility of opening the way to a better understand- 
ing of the etiology. Although the possible association 
of the parathyroids with tetany was suggested by clin- 
ical workers as early as 1902, it has been the experi- 
mental physiologists who have made the more con- 
vincing contributions to the subject. So long. as the 
independence of the thyroids and parathyroids was 
not clearly recognized and demonstrated, there was 
bound to be confusion in the investigation of the phys- 
iology and pathology of these organs. Now that the 
demonstration of their individuality and embryolog- 
ically separate origin is accepted, it is worth while to 
consider more seriously the claims as to the relation 
of the parathyroids to the clinically recognized forms 
of idiopathic tetany. 

There is agreement today among experimentalists 
that the nervous symptoms described often in the past 
as occurring after thyroidectomy are due to removal 
of the parathyroids. Too little attention has been paid 
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to the noteworthy series of contributions from the 
Department of Physiology at the University of Glas- 
gow which won the 1916 Warren Triennial Prize of 
the Massachusetts General Hospital for D. Noel Paton 
and his co-workers. They agree that all the nervous 
symptoms are undoubtedly due to the condition of the 
central nervous system. Section of the nerves to any 
part of the body entirely and immediately abolishes all 
spasms, tremors and jerkings of the muscles supplied. 
Consequently the condition of the peripheral neuro- 
muscular mechanism is not likely to be the occasion 
for the primary action in the production of the symp- 
toms. The parts played by the spinal, cerebellar and 
cerebral arcs are by no means yet clear. 

Paton, Findlay and Watson' agree that undoubtedly 
the most constant change after parathyroidectomy is 
the increase in the response to galvanic stimulation. 
This hyperexcitability has long been referred to as a 
valuable sign of the condition of tetania thyreopriva, 
especially when other symptoms are not conspic- 
uous. The Glasgow investigators, in their extensive 
researches on this subject,? have established that the 
absence of a direct relationship between the severity 
of the nervous symptoms and the electrical excitability 
of the peripheral neuromuscular mechanism is a clear 
proof that this altered excitability is a phenomenon of 
secondary importance to the changes in the central 
nervous system, and that it cannot be taken as a mea- 
sure of the severity of these disturbances. 

In searching for a further index to the causes of 
the symptoms recorded, attention has been centered on 
metabolic phenomena. According to the observations 
of Paton and his collaborators, we are encouraged to 
believe that there is no evidence of a direct controlling 
influence of the parathyroids over the central nervous 
system. The symptoms of the tetany following para- 
thyroidectomy are also not primarily due to the loss 
of calcium from the body, as was postulated at one 
time. Paton and Findlay have observed, however, that 
the phenomena of guanidin poisoning correspond very 
Further- 
more, they found a marked increase in guanidin and 


closely with those of tetania thyreopriva. 


methyl guanidin in the blood and urine of animals 
after removal of the parathyroids and also in the urine 
Hence 
the conclusion that the parathyroids control the metab- 


of children suffering from idiopathic tetany. 


olism of guanidin in the body by preventing its devel- 


opment in undue amounts. In this way, they probably 


exercise some regulative action on the tone of the skel- 


etal muscles. Finally, the same investigators suggest 


that tetania thyreopriva and idiopathic tetany are iden- 
tical as regards their characters and metabolism, and 
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although the histologic evidence is not conclusive, in 
all probability the parathyroids are implicated in both 
conditions. The metabolic history of the guanidin 
manifestations remains undetermined. A relationship 
between it and creatiri has often been postulated. Per- 
haps this will be a profitable direction for the prosecu- 
tion of future studies in this field, particularly since 
the striking similarity between an experimentally 
obtainable condition and a recognized clinical entity 
has been pointed out. 





VITAMINS AND METABOLISM 

The enthusiasm and concern that are awakened 
just now by the subject of vitamins in the discussion 
of nutrition are perhaps unequaled by any similar 
interest with the possible exception of that com- 
manded by the idea of the calory. In reviewing the 
momentary status of our knowledge, Professor 
Steenbock’ of the University of Wisconsin has 
remarked, with intelligent appreciation of the situa- 
tion, that “as experimentation revealed symptoms 
attributable to vitamin deficiency, the general public, 
ever easily impressed by matters unexpected, and 
matters so vital as to revolutionize the conception as 
to what constitutes an adequate diet, soon became 
alarmed. At present it is probably not overstating 
the situation when it is said that the previously con- 
sidered all-important attributes of an adequate ration, 
such as sufficient protein, calories and salts, have prob- 
ably been slighted by the sudden interest taken in 
vitamins.” 

In the immediate past the attention of scientific 
investigators has been directed in greatest measure 
to the discovery of the occurrence and distribution of 
those properties of foods to which the name vitamin 
has been applied. Studies have been made of the 
consequences which attend a lack of vitamins in the 
diet ; and much effort is now being expended in ascer- 
taining to what extent, if at all, certain disorders of 
nutrition are attributable to a deficiency in vitamins.” 
Although many important properties of these essential 
food factors have been described, the attempts to 
ascertain their chemical identity have thus far failed. 
The fact that am antineuritic substance contained in 
yeast extracts can be absorbed by preparations of 
fullers’ earth and thus in a sense be isolated from the 
medium containing it gave hope that the “active prin- 
ciple” might readily be isolated. In this way a purin 
compound, adenin, was identified, but it has proved 
to be inactive. Presumably the adenin is associated 
with the antineuritic factor only in yeast, just as nico- 
tinic acid has been shown to be associated with it in 
the antineuritic extract of rice polishings.* Both com- 
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pounds, when thoroughly purified, become inactive. 
How, then, do the vitamins exert their functions? 
Conjectures have not been wanting. Very early in 
their history the vitamins were assumed to behave 
like enzymes—an analogy which lacks anything more 
than fanciful guesswork. In a recent elaborate treatise 
on dietotherapy,* the writer of the chapter on vitamins, 
reflecting the current uncertainty on the subject, has 
omitted conjecture as to their mode of action; but 
the editor has ventured the statement that in nutrition 
“they play a réle which might be likened to that of 
ithe hormones in cellular activity or the opsonins and 
other antibodies in the infections.” Attention has been 
directed in THe JourNnac’ to the lack of foundation 
for the once asserted belief* that vitamins (or at any 
rate the antineuritic substances) play some part in 
carbohydrate metabolism. In an experimental study 
on rats—the classic animals in research of this type— 
Drummond’ of the Cancer Hospital Research Insti- 
tute, London, has found that the nitrogenous metab- 
olism during diets deficient in the water-soluble dietary 
accessory substance shows no apparent deviation from 
the normal with the exception of an occasional creatin- 
uria. This abnormality, however, is observed when- 
ever there is a wasting of musculature, such as occurs 
as the result of the low intake of food in animals on 
«a deficient diet. 

It has been suggested, in view of the lowered food 
consumption observed when the water-soluble vitamin 
is lacking,® that the latter influences the appetite in 
some way. Drummond noted that an increased food 
consumption may be brought about by the addition 
of flavoring agents, such as meat extract, to the syn- 
thetic diets; but unless the additions contain vitamin, 
10 grewth results. The amount of growth is, within 
ertain limits, proportional to the amount of accessory 
ubstance added, provided the diet is adequate in other 
respects. Such facts make it clear that vitamins are 
omething more than mere carminatives that stimulate 
the appetite. Any promotion of the latter is more 
likely the outcome, as Osborne and Mendel have sug- 
vested, of the improved condition of the individual 
when vitamins are available in the diet. The cause 
of the fatal decline that inevitably follows a deficiency 
of vitamin has not yet been ascertained. It appears, 
hewever, that age plays a part in the rapidity with 
which symptoms of decline intervene. In older sub- 
jects, in whom maintenance rather than growth is 
concerned, a restriction can be borne far better than 
in the young. 
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THE MEDICAL PROFESSION AFTER 
THE WAR 

In April, 1917, our country called on the medical 
profession for volunteers for medical service. The 
response was both prompt and generous. Again and 
again the call came, and each time met similar prompt 
and generous response. Some 35,000 physicians have 
responded to these calls and are serving in the Army 
or in the Navy. In addition, about 25,000 physicians 
have given freely of their time and labor to work on 
Selective Service Boards, thus making possible that 
efficient, physically fit machine—the National Army. 

—e— 

It is too soon—the world, victorious and vanquished, 
too unsettled—to say what is coming and what is to be 
done. It is an hour in which nations are being made, 
unmade and remade. We hear, we talk, we read of 
reconstruction. The reconstruction problems are, in 
the main, twofold: one, the salvaging of mutilated 
humanity ; the other, the reconstruction of devastated 
cities, towns and villages. The former, the salvaging 
of the heroic remnants of war-worn men, is the more 
important. Our reconstruction problem as applied 
to the physical reconstruction of the disabled soldiers 
is certain not to be the gigantic task that it would 
have been had the war continued for a long period of 
time. There will, of course, be much to do in this 
regard; but this work is in competent hands and well 
provided for. Our reconstruction problem as it applies 
to the returning of more than 30,000 military physicians 
to civilian life is again not a problem of magnitude. The 
physician before he went to war was, in most instances, 
a man of home and family, and in most instances home, 
family, his professional confréres and the community 
wait to welcome him with honors. 


—eo— 


However, our reconstruction problem as it concerns 
the relation of the physician to the great social problems 
that are to arise “after the war,” is a problem of mag 
nitude. One’s senses are startled by phrases in the 
modern writings on social and economic subjects. One 
hears of “equalization of risk and return,” of “con- 
scription of wealth,” of “health insurance,” of “national 
ownership,” of “state medicine,” of a “league of 
nations,” “international medical alliances,” and sim- 
ilar conceptions. With these, and as a part of these, 
will be new problems of the relation of physicians 
to each other and to the public. Physicians will have 
as much influence as any other class in the weaving of 
the new social fabric. It is well to realize this and to 
appreciate the need of closer knitting together of the 
profession itself—of stronger organization—so that 
we may face these problems with the strength of 
many minds united. Thus the medical profession may 
be able, not only to secure the rights and recognition 
it merits, but also to have that real influence necessary 
for the best interests of the public health im the new 
order of things. The medical profession has served, 
it serves and it will continue to serve when called on, 
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but in its altruism must not forget that the profes- 
sion will have to guard its own rights and prerogatives 
if they are to be guarded at all. 





CORN OIL AS FOOD 

Elsewhere in this issue of Tne JouRNAL’ are 
recorded the results of an investigation, conducted in 
the Laboratory of Physiological Chemistry at the Uni- 
versity of lowa, on the digestibility by dogs of corn 
oil, prepared from the-germ of maize, in comparison 
with the utilization of lard and the now widely used 
cottonseed for which it is chiefly substituted. The 
results clearly indicate that all of these fats, used in 
similar amounts, are essentially comparable as regards 
their digestibility. There is no reason to assume that 
the findings are not equally applicable to man. The 
average figures for the fat absorbed—corn oil, 98.9 
per cent., cottonseed oil, 98.8 per cent., and lard, 97.8 
per cent.—leave little to be desired from the alimentary 
standpoint. These data are in accord with the recent 
experiments of Holmes* of the United States Depart- 
ment of Agriculture indicating the excellent utilization, 
by man, of a not inconsiderable number of fats and 
oils of vegetable origin, some of which are as yet little 
known as dietary possibilities. In commenting on 
them, THe JouRNAL pointed out an important fact 
which must at present be kept clearly and prominently 
in mind whenever the modern “substitutive fats” 
are under consideration. Some animal fats, notably 
milk fats, contain those little understood but very 
important properties designated as vitamins, without 
which the organism ordinarily fails to grow or recover 
from nutritive injury as it should. Since these are 
not found in most vegetable oils, we must not fail, in 
the present stage of knowledge, to provide children 
and invalids with some suitable vitamin-containing 
animal fats, preferably perhaps from milk. Digesti- 
bility is only one factor, though a highly important 
one, in the nutrient possibilities of foods. 


THE MATERIAL LOST IN MENSTRUATION 


Although it is usually stated that the amount of 
blood lost at each menstrual period varies between 
109 and 300 gm., there have been few accurate data 
available regarding the actual losses of body compo- 
nents incident to this physiologic change. Definite 
information is afforded by recent observations at the 
Nutrition Laboratory of Teachers College, Columbia 
University.’ In periods lasting from four to five days 
the highest observed losses through the menstrual 
flow were: of nitrogen, 3.4 gm.; phosphorus, 0.06 
gm. ; calcium, 0.02 gm.; iron, 0.04 gm. In comparison 
with the normal daily metabolism, losses of this degree 
are comparatively insignificant except in the case of 
iron. The output of nitrogen in the flow represents 
not more than 0.1 gm., equivalent to about 6 gm. of 
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protein per day for the month. The losses of calcium 
and phosphorus are smaller than the chance variations 
in the usual output from day to day. If the daily 
requirement of iron by the adult is placed at from 
0.010 to 0.015 gm., it is possible that the loss*of iron 
through the menstrual flow is sufficient to suggest con- 
sideration of it in connection with the selection of the 
daily diet. At any rate, the iron output offers the 
only obvious indication of significant loss. The out- 
come of the analyses is, as the investigators themselves 
recognize, that there is no pronounced periodicity in 
the output of phosphorus and calcium, and that the 
amounts of these elements lost in menstruation are not 
sufficient to make the nutritive requirements of women 
for these elements materially different from those of 
men of the same weight. 


ARCHIVES OF NEUROLOGY AND PSYCHIATRY 

At the session of the American Medical Association 
last June, a petition signed by a large number of 
the leading neurologists and psychiatrists of the 
United States and Canada was presented to the Board 
of Trustees, asking that the Association publish a 
journal to be devoted to nervous and mental diseases, 
on a plan similar to that on which the Archives of 
Internal Medicine and the American Journal of Dis- 
eases of Children are published. The board took the 
matter under advisement until its October meeting, at 
which time it acted favorably on the petition, and 
authorized the publication of such a journal. The 
journal will be known as the Archives of Neurology 
and Psychiatry. The following were appointed as the 
editorial board : 

Dr. Pearce Battey, New York, adjunct professor and 
assistant professor of neurology at Columbia University 
College of Physicians and Surgeons, New York. 

Dr. Aucustus Hocn, now of Montecito, Calif., formerly 
professor of clinical medicine, department of psycho- 
pathology at Cornell University Medical College. 

Dr. Hucu T. Patrick, Chicago, clinical professor of ner- 


vous and mental diseases, Northwestern University 
Medical School. 


Dr. E. E. SoutHarp, Boston, professor of neurology, Med- 
ical School of Harvard University. 

Dr. Freperick Titney, New York, professor of neurology, 
Columbia University College of Physicians and Sur- 
geons, New York. 

Dr. T. H. Wersensurc, Philadelphia, professor of neuro- 
pathology and clinical neurology, University of Penn- 
sylvania School of Medicine. 


The aim of all connected with the new journal is 
to make it representative of the best American product 
in the realm of nervous and mental diseases — the 
best in things immediately practical as well as scien- 
tific. The press of the American Medical Association 
is today thoroughly equipped, and thus is prepared 
to produce journals such as the one under dis- 
cussion in a manner satisfactory to the most critical, 
and at the same time economically. It is unnecessary 


to say that the publication of these special journals 
is undertaken,. not with the idea of financial profit, 
but solely for the purpose of advancing: scientific 
medicine in the United States. 
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PICRIC ACID INTOXICATION AND JAUNDICE 

Picric acid (trinitrophenol), which has long been 
used in the manufacture of certain explosives, is rec- 
ognized as the cause of occasional cases of industrial 
poisoning. It enters the body in the form of dust, by 
inhalation. Skin affections, yellow pigmentation of 
the epidermis and conjunctiva, and digestive distur- 
bances have been attributed to the poison. Although 
picric acid has been replaced in the munitions industry 
to a considerable extent by the now familiar T. N. T., 
trinitrotoluene, the foreign war time medical literature 
shows that intoxication with the former has gained 
an unexpected prominence. This is partly due to the 
fact that picric acid has been used by malingerers in 
the attempt to avoid military service. When from 30 
to 90 centigrams, that is, up to about 15 grains, of this 
yellow compound are taken, vomiting and diarrhea may 
ensue and thus remove a considerable part of the 
poison from the alimentary tract. If sufficient is 
absorbed, a coloration of the skin and sclera will 
ensue. This may be due to picric acid itself or to its 
reduction product, picramic acid, according to Malme- 
jac and Lioust,? who have observed many cases. The 
coloration is frequently accompanied further by symp- 
toms of true jaundice of hepatic origin as a compli- 
cation of the poisoning. In that event, bile pigments 
and biliary acids may appear in the urine along with 
excreted picric acid and its derivatives. It therefore 
becomes imperative to examine the urine for the latter 
in order to permit a correct diagnosis. 





Medical Mobilization and the War 


Honors to Major-Gen. William C. Gorgas 


Major-Gen. William C. Gorgas has been notified that the 
decoration of “the Grand Officer of the Order of the Crown 
of Italy” has recently been conferred on him. 


On October 26, Secretary of War Baker, wrote the follow- 
ing letter to General Gorgas: 

Octoper 28, 1918. 
Dear General Gorgas: 

Your official term as Surgeon-General of the Army having expired, 
I beg leave to express to you the appreciation of the Army and the 
country of the distinguished services which you have rendered during 
your long and brilliant career as a medical officer. Even the gracious 

odesty which is a part of your habit of thought cannot keep you from 

ilizing that your career has been one of brilliant distinction, and that 
the Medical Department of the Army has profited from your services, 
ss it has been honored by your deservedly high reputation. The opera- 
ion of law has terminated your period of active service, except for the 
emergency work which you are now doing under my direction, but it 
will be a source of satisfaction to me and a comfort to the people of 
the country to realize that your interest will continue in the Army and 
in the great scientific researches in which your life has been engaged. 

If I may add a personal word to this note, I beg you to accept my 
grateful acknowledgement of the cordial and helpful relations which 
have existed een us officially, and to thank you for the many 
personal courtesies and kindnesses which I have received from you 
during our most happy association. 

I am placing a copy of this letter in the hands of the Adjutant General 
in order that it may become a part of your record in the department, 
and may there remain as an sitleane of the complete success with which 
you as a soldier and a doctor have through long years and under vary- 
ing and difficult conditions served your country. 

Cordially yours, 
Newton D. Baxer, 
Secretary of War. 


Bureau of Medical Research and Intelligence for 
Red Cross in Paris 
Among its other activities the American Red Cross in 
France has established a Bureau of Medical Research and 
intelligegce Department, of which Lieut.-Col. Alexander S. 
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Lambert is the chief. The individual divisions are: Medical 
Library, Medical Publications, Medical Research and Medical 
Intelligence bureaus. The department undertakes to supply 
the field, camp and evacuation hospitals with medical books 
and journals as also to reply to individual requests as to most 
recent developments in war medicine and surgery. For the 
latter, the Medical Intelligence Bureau, of which Major 
Thomas H. Halsted is chief, is occupied specially with look 
ing up literature, reports of commissions, etc. It responds 
at once to all requests for information on medical and allied 
subjects asked for by any medical member of the American 
Expeditionary Forces or of the Red Cross. An index is kept 
of all articles relating to war medicine and surgery, and also 
abstracts of the more important ones. Dr. Emil Mayer of 
New York City has been appointed representative of the 
United States for this bureau. Writers of original articles 
on war Subjects are requested to send two reprints thereof as 
soon as possible to the Medical Intelligence Bureau, Ameri 
can Red Cross, 9 rue du Mont Thabour, Paris, France. 


The Inter-Allies Institute for Rehabilitation of 
the War Disabled 


Tht Presse médicale states that the permanent committee 
which has been appointed to centralize matters connected 
with the rehabilitation of disabled soldiers, comprises repre 
sentatives of all the allied governments. They include Dr 
Bourrillon (France), who serves as president of the com 
mittee; Dr. Mélis (Belgium), Sir Charles Nicholson (Great 
Britain), General Bradley (United States), L. March 
(France), Dr. Da Costa Ferreira (Portugal), and Agathono- 
vitch (Serbia) as vice presidents. All these hold high mili- 
tary rank. An institute for research has been founded at the 
headquarters of the committee which is already installed at 
102 rue de Bac, Paris. A review is to be issued by the com 
mittee. The editor in chief is Dr. Jean Camus, professeur 
agrégé at the Paris Faculté de médecine, with Dr. Bourrillon, 
the president of the committee, and Mr. C. Krug, the secretary 
general, as the board of directors for the publication. The 
work of the committee is to include the promulgation of the 
general principles for rehabilitation of the disabled, which 
each country can adapt to its own laws and customs; to 
group and centralize the data and the lessons learned from 
experience, and to apply them and aid in every way the 
mutilated and to extend this aid into the future after the 
war. By this coordination of efforts each one of the allied 
peoples will be able to profit by the improvements and 
achievements realized in any one of them. 


Posthumous War Honors 


The Distinguished Service Cross for extraordinary heroism 
in France has been posthumously awarded to Lieut. George 
P. Howe, M. C., U. S. Army, Boston, who was killed in action, 
Sept. 28, 1917, and to Lieut. John P. Resenwald, M. C 
U. S. Army, Minneapolis, on duty with the One Hundred and 
Fifty-First Artillery, who died, May 6, 1918. 


Distinguished Service Cross Awards 


The commander in general has awarded the Distinguished 
Service Cross to the following named officers of the Medical 
Department, American E. F.: 


First Lieut. Frank L. Williams, Medical Corps. “For extraordinary 
heroism in action in Champagne, east of Rheims, July 15, 1918, and 
near the River Ourcq, northeast of Chateau Thierry, France, July 30, 
1918. Lieut. Williams voluntarily left a dugout on the Champagne 
front and for more than two hours, all the time under shell fire, admin 
istered to the needs of wounded men who were lying in the open 
During the advance across the River Ourcq he voluntarily remained in 
exposed positions under heavy shell fire, caring for and dressing the 
wounded until he was severely injured.” 

Capt. George H. Gage, Medical Corps, Infantry “Conspicuous for 
his courage in the actions at Rambucourt, on March 17, 1918, and at 
Catigney, May 28, 1918. He gave inspiration to the officers and men 
of the command by his extraordinary heroism throughout the opera 
tions south of Soissons, July 18 to 22, 1918, and especially at Berzy 
le G., July 21, 1918, when he accompanied the first line and attended 
the wounded in the open under incessant machine-gun and artillery 
fire.”’ 

First Lieut. Frederick W. Black, Field Hospital, Medical Department 
“For extraordinary heroism in action near Soissons, France, July 18 
1918. He went over the top to the attack in the first wave and was 
wounded on the morning of the first day. Disregarding his wound, 
he pressed on with the attacking troops and crossed and recrossed the 
sector immediately behind the most advanced wave, rendering first aid 
to wounded and placing them im shell holes. He worked unceasingly 
without sleep or rest, and was again wounded on the fourth day by shell 
fire. Though twice wounded he steadily refused to be evacuated until 
the evening of the fourth day, when he was exhausted and suffering 
from his wounds.” 


“* 
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Capt. George E. McGinnis, Ambulance Company, One Hundred and 
Ten, and One Hundred and Third Sanitary Train. Yor extraordinary 
heroism in action at Fismette, France, August 9 to 10, 1918: “Durin 
the night of August 9, Captain McGinnis, with complete disregard o 
his personal safety, made a reconnaissance under fire and located a line 
of evacuation for ambulances from Fismette and on the morning of 
August 10, under shell fire, he personally repaired the bridge between 
Fismes and Fismette, thereby making possible the evacuation of twenty- 


cight wounded men.’ 


Weekly Bulletin, American Expeditionary Forces 

The following paragraphs are taken from Weekly Bulletin 
No. 27, Oct. 14, 1918, issued for circulation among American 
medical officers in France: 

PNEUMONIA’S DEMAND IS COMPLETE ISOLATION 

The demand in pneumonia is the complete isolation of 
patients from each other when of different bacterial etiology 
as if they were cases of measles, meningitis or diphtheria, all 
with similar symptoms. Pneumonia, it has been well said, is 
a group of diseases with certain common signs and symptoms, 
and never was this more obvious than under present con- 
ditions in France, where typical physical findings and symp- 
toms before death have been found alike in individual patients 
and in groups of patients in whom examination of sputum 
and blood has shown almost pure cultures of pneumococcus 
of the various strains—streptococcus, influenza bacillus and 
meningococcus types B and C—confirmed as well by smears 
from lungs and blood after death in many instances. It 
behooves all medical officers to be on their guard against 
the dangers of mixing or crossing infections among patients 
by the least neglect of precautions such as cubicle isolation 
and masking of patients and attendants. In one case recently 
reported, Type 1V pneumococcus and Type B meningococcus 
were found in abundance in the secretions of different parts 
of the respiratory tract. The comments of the commanding 
officer of the Army Laboratory are very much to the point 
and should stimulate more intensive study of cases and their 
respective etiology : 5 

“On looking back over the case, there is considerable regret 
that (a) specimens of sputum were not examined at more 
frequent intervals during the course of the disease; and (b) 
that at the autopsy, smears and cultures were not obtained 
at varying levels down the entire respiratory tract.” 

This case is of chief interest from an epidemiologic stand- 
point: Because, if the meningococcus is frequently associated 
with the pneumococeus (or other organisms), in cases of 
pneumonia and bronchopneumonia, aside from its possibilities 
of being the causative agent of the condition, there arises the 
important possibility of the wide dissemination of the men- 
ingococcus, at the onset of the disease, by coughing’ and 
expectoration; this would be especially true in cases of 
bronchopneumonia, due to the more gradual onset. 

Associated with this case may be mentioned a sharp out- 
break of influenza-bronchopneumonia, occurring in an organ- 
ization of 329 men. There were sixty-eight cases of this 
condition with five deaths within ten days. At the termina- 
tion of this epidemic of influenza-bronchopneumonia, a case 
of epidemic cerebrospinal meningitis (Type B, Pasteur) 
developed in this organization; twenty-nine close contacts 
with this case of meningitis were cultured (nasopharynx) 
with 50 per cent. positive carriers, of whom 80 per cent. were 
subsequently shown to be carriers of the meningococcus 
(Type B. Pasteur). This percentage of positive carriers is 
considerable in excess of the percentage of positive carriers 
among contacts with cases of meningitis, not associated with 
coincident respiratory disease, as determined at this labora- 
tory.” 

FURTHER EVIDENCE OF 
PATHOGENIC 


DISTRIBUTION OF 
BACTERIA 


Further evidence of the distribution of the various patho- 
genic bacteria in pneumonia cases coming to necropsy 1s 
found in the following summary of a report from the central 
laboratory : ; 

“The bacteriologic examinations of lungs at necropsies in 
thirty cases of pneumonia at Base Hospital No. 17 during 
September, 1918, showed Pfeiffer bacillus in twelve (or 40 
per cent.), pneumococcus in thirteen (or 43 per cent.), strepto- 
coccus in ten (or 33 per cent.). Considering the difficulties 
attending the isolation of the influenza bacillus and the pos- 
sibility of its being absent from the lung at necropsy, although 
actually an important agent in the disease, the results indi- 
cate that this organism_has been of primary importance in 
this group of cases. From other reports of epidemics in 
various parts of the advance section it is considered that the 
above findings are characteristic of the present epidemic.” 
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CHANGE IN MEDICAL LEADERSHIP IN A. E. F. 


On October 12 Major-Gen. Merritte W. Ireland left the 
A. E. F. for his new responsibilities as Surgeon-General, 
U. S. Army. 

Col. Walter D. McCaw, appointed chief surgeon of the 
A. E. F., assumed the duties of the position vacated by 
General Ireland’s departure. 


-—e— 


The following paragraphs are taken from Weekly Bulletin 
No. 28, Oct. 21, 1918, issued for circulation among Ameri- 
can medical officers in France: 


INFLUENZA, PNEUMONIA, MENINGITIS 


During the past two months a second wave of severe influ- 
enza infection has swept over France and has spread to 
all the countries of Europe in about equal force. In the 
United States the onset of the epidemic was, as is usually 
the case with pandemics of influenza, about three weeks later 
than in London and Paris. The first and rather benign 
phase of the infection, it will be remembered began in the 
middle of April and had largely disappeared in the Ameri- 
can Expeditionary Forces by the end of July. The second 
phase which has not yet reached its maximum incidence 
has been characterized by a much higher percentage of 
initially severe cases and particularly of pulmonary compli- 
cations. Coming at the time of rainy and changeable weather 
this new invasion of infectious colds and coughs has been 
accompanied by a constantly increasing number of pneu- 
monias. New replacement draft detachments arriving with 
each convoy have added the heaviest percentage of infected 
men per strength and have shown the highest percentage 
of complicating pneumonias. It has been a usual observa- 
tion that when infections of the upper respiratory tract pre- 
vail, the incidence of meningitis in the community increases 
soon after and this rule prevails at present. An increasing 
severity of the pneumonia is commonly found when the 
disease is permitted to pass rapidly through successive hosts. 


Cases Cases Cases Cases Deaths 
Week Cases Acute  Bronch. Lobar Menin- among 
Ending Influenza’ Bronch. Pneu. Pneu. gitis Pneumonias 
Sept. 13 3,066 495 78 401 2 14.9% 
Sept. 20 4,279 476 101 376 18 29.3% 
Sept. 27 3,921 524 154 427 47 31.9% 
Oct. 4 9,285 988 364 671 88 34.9% 
Oct. 1 5,794 890 194 401 134 45.3% 


It is known that not less than 200,000 cases of influenza 
were reported during the past week among the troops in 
the camps in the United States. It has been officially 
reported that 80 to 90 per cent. of the mobilized army of 
Switzerland was affected soon after the introduction of the 
infection by prisoners exchanged through Switzerland from 
Germany. From official information from Portugal it appears 
that the influenza infection is no less severe there than in 
the American Expeditionary Forces, and the pneumonia is 
of as fatal a type. 

The influenza and pneumonia now prevalent among French 
civil and military population is at least as severe as in the 
troops of the American Expeditionary Forces. The areas 
of heaviest infection of influenza, pneumonia and meningitis 
in the American Expeditionary Forces are the base ports, 
the depot divisions and such training areas in both service 
of supplies and advance zones as have received replacements 
or new organizations still including men exposed to the 
massive infeetion which has prevailed on the transports and 
on troop trains. 

Substantial relief is to be expected soon from the fre- 
quently recurring infections introduced through base ports 
by incoming troops by the following improvements: 

(a) Careful exclusion of men with colds, coughs and 
fever from transports at ports of embarkation. 

(b) Equipment of all troops prior to embarking with three 
blankets, an overcoat, and winter weight woolen under- 
clothing. 

(c) Reduction of troops carried on transports to 80 per 
cent. of berth capacity. 

(d) Increase of hospitalization capacity on transports to 
4 per cent. of troops. 

(e) Shelter ready and standing for troops on arrival at 
base ports, with provision for permanent kitchen and mess 
service for arriving troops. 

(f) Period of not less than four days with no heavy duty 
on debarking. 

(g) Medical supervision of troops on troop trains. 

(h) Gradual hardening and acclimatization process at 
depot divisions, with isolation so far as practicable of new 
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arrivals from earlier arrivals or permanent troops until 
infection has been eliminated. 

(i) Increase in the floor space per capita to be provided 
wherever practicable up to 40 square feet per man. 

(j) Separation of adjacent bunks by permanent board or 
helter half partitions. 

It will take continued concerted effort by all medical offi- 
cers in the application of all measures of local sanitation and 
upervision of the personal hygiene of the men to avoid 
further extension of influenza with its complicating pneu- 
monias and often coincident meningitis. Men's bodies must 
te kept warm. Their clothing must be dried at least once 
a day. 

Sufficient blankets and drying rooms accessible to every 
ne, especially in the regions immediately back of the fight- 
ng front are indispensable for prevention of pneumonia. In 
ihe service of supplies and in areas occupied by troops in 
‘raining or reserve the problem is largely one of personal 
contact and crowding; among the troops at the front it is 
a question of fatigue and exposure; determination to remedy 
both will go far to save lives. 

A report from the First Army Corps indicates that pneu- 
monia is not epidemic, though prevalent there; that influ- 
enza bacillus and pneumococcus are the usual infecting 
hacteria; that incomplete clothing equipment and sleeping in 
cold and wet are the chief contributing causes. 


EPIDEMIC DISEASE REVIEW FOR THE WEEK 


Reports from the American Expeditionary Forces for both 
influenza and pneumonia show a reduction in the number of 
new cases of these diseases. A similar reduction in new 
cases has been reported by the French authorities from cer- 
tain areas, notably the District of Paris and the Arrondiso- 
ment of Tours, these reports including the conditions in the 
civil as well as in the French military population. The 
convoys which have arrived in the past week have shown 
a decidedly lower death rate and incidence of influenza and 
pneumonia en route than has been the case for the previous 
three weeks. The death rate from pneumonia has risen in 
the past five weeks from 14.5 to 45.4 per cent. of cases. 

Meningitis has fallen from 167 cases reported last week 
to 147 this week. Of these sixty-five were reported from 
base ports among the sick hospitalized on arrival of trans- 
ports and thirty-six more occurred in the depot divisions, 
training areas, and even in troops in the advance section 
among contingents which had been in France less than two 
weeks and had been exposed to heavy infecting during ship 
and rail transportation. The forty-eight cases of meningitis 
not thus accounted for as new importations in the Ameri- 
can Expeditionary Forces were from widely scattered points 

and were not grouped in epidemic foci. 

Of the 163 cases of measles 139 were among recently arriv- 
ing troops and were detected at base ports and at depot 
divisions. Of the thirty-nine reported cases of dysentery 
nineteen were from one hospital in the advance section and 
the origin is thought to have been exposure and unsuit- 
able food rather than an infection with specific dysentery 
organisms. 

The diphtheria is chiefly chargeable to combat troops in 
the advance section (forty-one of seventy-eight cases). The 
cases reported from the intermediate section are chiefly 
among the recently evacuated men in base hospitals and 
among hospital personnel in the base hospitals. 

The eight cases of typhoid fever, all from Novors, are part 
of a local outbreak in which thirty other cases have occurred 
in the French population. Contaminated food served by 


unrecognized carriers or cases in the public eating places is 


supposed to be responsible for this outbreak. 





COMMISSIONS OFFERED AND ORDERS TO 
DUTY ON ACCEPTANCE 


Alabama 
To Camp Jackson, S. C., base hospital, for instruction, Capt. E. M. 
PRINCE, Birmingham. 
To Fort O glethor pe for instruction, Lieuts. C. C. BOX, Ashford; 
E. O’CONNELL, mt 2 F. BRIDGES, Black; J. T. PAT- 
rILo, Toeteke Ic TES, Taylor; N. S. G AY, Whistler. 


Arizona 
“i To Camp Cody, N. M., base hospital, Capt. R. R. BROWNFIELD 
*hoenix. 
To Camp Kearney, Calif., Lieut. C. I. HUGHES, Phoenix. Base 
hospital, for instruction, Lieut. A. B. CARMICHAEL. Prescott. 


Arkansas 
To Camp Pike, Ark., Lieut. W. H. OWENS, Turrell. 
To Fort Rile’ Rag: instruction, fos R. C. nr oe Arisien 
W. M. CARNER, Bodcaw; G. LEOD, Magnolia; N. HORT 
Plumerville; W. + EMBREY, 2 Be ~ 4 
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California 

To Camp Cody, M.. base hospital, for instruction, Capt. IL W 
JONES, Lieut. W. i BROWNFIELD, Los Angeles. 

To Camp Fremont, Calif, Lieut. E. H. NE OLD, Oroville. Base 
nogpae’, for instruction Capt. Cc. O. FALK, Eureka. 

Camp Kearney, Calif, Capts. G. H. HASTINGS, Los Angeles; 
E. S. BLAIR, San Bernardino; jieuts. R. M. O'NEAL, Bishop; A 
EDWARDS, Los Angeles; J. F. KERGAN, Oakland. Base hospital, 
Capt. H. BARKAN, San Francisco. Base hospital, for instruction, 
Capts. C. A. DOZIER, C. J. TEASS, San Francisco; Lieut. R. §$ 
LEACHMAN, Vallejo. 

To Cam Lewis, Wash., Capt. D. R. SMITH, Mendocino; Lieut, H 
D. BRUSCO, San Francisco. 

To Fort Oglethorpe for instruction, Capts. W. S. JOHNSON, Los 
Angeles; J. R. FEARN, Oakland; V. E. PUTNAM, San Francisco; F 
W. REYNOLDS, San Padro; Lieut. G. R. LUTON, Santa Barbara 

To Fort Riley for instruction, Capt. R. J. NICHOLLS, San Fran 
cisco; Lieut. W. E. BIXBY, Schastopol 

To Mineola, N. Y., Hazelhurst Field, for instruction, Capt. P. DOL 
—_ San Francisco. 

To New York, Neurological Institute, for instruction, Capt. H. M 
WEGEFORTH, San Diego. 

To report to the commanding general, Western Department, Capts 
L. R. DUPUICH, A. M. GREGORY, Oakland; J. A. SHRECK, Red 
lands; R. R. BULLOCK, W. W. WYMORE, San Francisco; H. F 
PIPER, Santa Cruz; Lieuts. N. BROWN, Je. Bakersfield; C. W 
~ TCHISON, Coalinga; J. T. CHRISTIAN, Galt; |. M. CONERTY, 
Los. Angeles: ¢. L. EMMONS, Ontario; H. . BLOCH, San Francisco: 

HULL, Tipton; W. A. JOYCE, Woodland. 


Canal Zone 


To Fort Oglethorpe for instruction, Capt. W. E. HUBBARD, Ancon 
To report te the comanding general, Panama Canal Department, 
Lieut. W. W. BRAITHWAITE, Ancon, 


Colorado 
To Camp Cody, N. M., Capt. J. W. FOLEY, Denver. 
To Fort Oglethorpe for instruction, Capt. E. W. RAGSDALE, 
LaJunta; Lieut. F. M. HELLER, Pueblo, 


To Fort Riley for instruction, Capt. J. B. HARTWELL, Colorado 
Springs; Lieuts. G. A. ASHBAUG i Central City; M. D. CURRIGAN, 
Denver. 

Connecticut 


To Camp Devens, Mass., Lieut. F. T. FITCH, East Hampton. 

To Camp Dix, N. J., Lieut. A. F. HEWITT, Stamford. 

To Fort Oglethorpe for instruction, Capts. F . DICKINSON, 
Rockville; C. E. SIMONDS, Willimantic; t. R. TKKELSEY. Winstead; 
Lieuts. L. A. HAVEY, Bridgeport; J. B. CROOK, East Haddam; E. 
KIERNAN, New Haven; R. W. NICHOLS, North Haven. 

To Hoboken, N. J., Lieut. R. S. DAY, New Milford. 

To report to the commanding general, Northeastern Department, 
Capt. B. E. BOSTWICK, New Milford. 


District of Columbia 
To Fort Oglethorpe for instruction, Capt. N. P. BARNES, Washing 
ton; Lieut. A. D. BUTZ, Washington. 
To Newport News, Va., Capt. P. B. JOHNSON, Washington. 
To Washington, D. C., Major J. CONSTAS, Washington, 


Florida 


To Camp Joseph E. Johnston, Fla., Capt. W. M. STINSON, 
Jacksonville. 

To Fort Oglethorpe for instruction, Capt. H. E. PALMER, Talla 
hassee; ——_ H. E. CLIN Haines City; G. E. BECKM AN, Jack- 
sonville; E. G. PEEK, Ocala; L. J. BELC HER, Tarpon Springs. 


Georgia 

To Camp Greene, N. C., base hospital, Capt. G. D. AYER, Atlanta. 

To Camp Jackson, S. ra base hospital, for instruction, Capt. _ a” 
COLLIER, Atlanta. 

To Fort Oglethorpe for instruction, Lieuts. W. D. JENNINGS, Je, 
Augusta; W. B. WANSLEY, Metasville; H. B. NUNNALLY, Monroe: 
c.. ‘WwW, DOWNEY, Tallapoosa. 

Idaho 


To Denver, Colo., Capt. A. R. HULL, Nampa. 
To Fort Riley for. instruction, Capt. C. 'R. SCOTT, Twin Falls; Lieut. 
W. T. DRYSDALE, New Plymouth. 
To report to the ~via general, Western Department, Licut. 
Cc. F. HANMER, Salmon 
Illinois 


To Army Medical School, Lieut. D. A. HUMISTON, Oak Park. 

To Camp Custer, Mich., Lieut. G. B. MATHISEN, Chicago. Base 
hospital, Capts. J. Ww. CLARK, M. H. WORTHINGTON, Chicago; E. 

ARRY, Galesburg. 
To Camp Grant, Iil., base co» Capt. B. HASELTINE, Chicago. 
Base hospital, for instruction, Capt. J. ROBERTS, Ottawa. 
To Camp Pike, Ark., Capt. T. F. CONROY. Lieut. H. A. KRAUS, 
Cine. 
o Camp Sherman, Ohio, base hospital, for instruction, Capt. W. C. 

SMITH. Chicago. 

To Camp Wheeler, Ga., base hospital, for instruction, Lieut. J. W. 
MILLER, Chicago. ‘ *? 
pe Camp Zachary Taylor, Ky., base hospital, Lieut. J. H. FRAZER, 
vicago. 

To Cape May, N. J., base hospital, Lieut. S. J. TAUB, Chicago. 
To Fort Oglethorpe for instruction, Major R. C. BOURLAN), 
Rockford; Ca - W. BRIAN, Bloomington; R. R. DUFF, P. 
GRONNERU ads HOGLUND, ; i ISAACS, A. E. PRICE, ‘Chi 
cago; A. F. MOOR eo) Ww J. CARTER, Mattoon; ay ag 
TON, Moline; E. : WALSH, Springfield; Lieuts. D. SCHOTT, 
Buckie L. L. IRWIN, Bloomin on; E. H. ANDERSON, F. R 
BUTTERFIELD, » &. ‘COUSINS, L J. P. DE ALARID, W. G 
EPSTEIN, R. R. HARRINGTON: ’D. L: HYDE, V. N. LAMARRE. 

w. McLAUGHLIN, A. N. OYEN, H.-L. THOMPSON, V. K. 
‘OMHAGEN, Chicago: E. C. PARK, Je., Flora; J. H. WEDIG, 
Granite City; LM RSHON, Keithsburg; F. M. HAGANS, Lincoln; 
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D. G. WELLS, McHenry; J. L. SNAVELY, Sterling; C. O. HIGH- pore. Wy agg 4 G. F. DOW, Reading; L. R. BRAGG pa: 
SMITH, West Union. <n K, Jn, Worcester; ’ Lieuts. WW. oO. BARTLETT, 

To Fort Riley, Lieuts. J. J. EGAN, Chica 0; R. E. UTLEY, Oak JONES, x . KING, F. McVEY Boston; W. B. LANCHARE, 
Park. For instruction, Lieuts. G. C. BUNTIN Benton; B. to iUS- Pramin sham; T. N. STON Haverhill; F. A. omy ag Lawrence; 
TUS, J. E. BROOKS, T. E. DOYLE, W. Z. FEL SHER, J. H. HUT- P Hoyt, Ludlow; A. J. HEWITT ‘Newbury rt; MYRICK, 
TON, W. J. MULHOLLAND, J. M. VITULLO, Colones H. H. Randolph: » & CARLTON, State Farm; C. W. ‘BRUNINGHACS. 
HEU K, Sigel; L. V. BOYNTON, Vermont. Worcester. 

To New Haven, Conn, Capt. H. H. BAY, Lieut. E. B. FREILICH, To Hoboken, N. J., Capt. L. H. BEALS, Hatfield. 

Chicago. To Lakewood, N. J., Lieut. T CUNNINGHAM, Boston. 
To report to the commanding general, Central Department, Capt. G. To Mineola, Hazelhurst Field, for instruction, Lieut. E. B. GOOD 


Ek. PUMPHREY, Carthage; Lieuts. T. GRIFFITHS, Chicago; H. A. 


BARKEY, Elmhurst. 
Indiana 
To Camp Beauregard, La., base hospital, for instruction, Capt. G. S. 
GREENE, Gary. 
lo Camp Custer, Mich., base hospital, Capt. E. H. KATTERHENRY, 
Indianapolis, 


Camp Dodge, fom, base hospital, Lieut. J. H. BULL, Indianapolis. 


lo Camp Ptke, « Lieut. is ‘ROWDER, Sullivan. 

fo Camp Shetbsr ‘Miss. Capt. L. M. GENTLE, Richmond. 

To Camp Zachary Taylor, Ky., Lieut. C. W. COREY, Hartford City. 
Base hospital, Capt. H. K. LANGDON, Indianapolis. 

To Colonia, N. J., Lieut. C. A. BALLARD, Logansport. 

To Fort Oglethorpe for instruction, Capts. H. A. DUEMLING, Fort 
Wayne; B. A. BROWN, Indianapolis; J. W. BAXTER, C. E. BRIS- 
COE, New Albany; W. L. OWEN, South Bend; C. L. por D, Vin- 
cennes; A. L. DONALDSON, Washington; Lieuts. E. CARTER, 
Bringhurst; C. R. GRAHAM, Bryant; G. R. FINCH, Center Point; 
I EE. BOOHER, Connersville; Cc. R. BASSLER, Elkhart; . BENZ, 
Hardinsburg; T. O. MORRIS, Hobbs; J. W. "CANADA . a Ww. 


KOHLSTAEDT, C. W. ROLLER, Indianapolis; A. A. REED, Jeffer- 
sonville; F. S. CUTHBERT, Kingman; O. D. HUTTO, Kokomo; 
M. HUTCHINSON, Mishawaka; J. E. NIXON, Portland; J. 


RICKER, Terre Haute. 
To Fort Riley for instruction, Lieuts. G. F. SMITH, Lawrenceburg; 
A. BAKER, Valparaiso; S. C. WAGNE 


V. L. HODGES, St. Paul; N. 
Conn., Capts. E. A. CRULL, Fort Wayne; -- 


Wakarusa. 
To New Haven, ’ 
Yale Army Laboratory School, Lieut. J. 


HENRY, Indianapolis. 
ROGERS, Marion. 

To report to the commanding general, 
B. F. CHAMBERS, Lyons. 


Central Department, Licut. 
Iowa 


To Camp Dodge, lowa, base hospital, Capt. L, M. COFFEY, Keokuk. 
To Camp Grant, -/il., base hospital, Capt. E. A, CANTONWINE, 


Dubuque. 
T. A. HOBSON, Parkersburg. 


To Camp Pike, Ark., Lieut. kersburg. 
To Fort Oglethorpe for instruction, Capt. M. B. DUNNING, Conway. 


To Fort Riley for instruction, Capts. A. B. DEERING, Boone; J. F 
REDMOND, Dysart; H. C. Ht LL, ‘Washington; Lieuts. R. A. 
BECKER, Anita; W. A. COOPER, Bayard; F. S. LEONARD, Cas- 
cade; T. J. DORSEY, Clare; P. G. INGERSOLL, Dunlap; C. W. 


P ATTON, Laurel; F. W. NE WEL L, Ottumwa. 
To New Haven, Conn., Yale Army ‘Laboratory School, for instruction, 
Capt. C. B. LUG INBUHL, Des Moines. 


, base hospital, for instruction, Capt. J. L. 


A. W. 


To Camp Custer, Mich 
EVANS, Wichita. 

To Camp Pike, Ark., 
FEGTLY, Do uglass. 

To Fort Oglethorpe for instruction, Lieut. O. O. BARKER, Muscotah. 

To Fort Riley for instruction, Lieuts. J. L. WENTWORTH, Arkansas 
City; F. H. BELL, Baldwin; W. DAVIS, Corning; J. W. GRAHAM, 
Highland; E. M. MIERS, Salina; a Ee STEWART, Scranton; G. D: 
M. LAMBDIN, Sedan; W. H. POPE, Selden; B. ANDERSON, 


Victoria. 


base hospital, for instruction, Lieut. 


Kentucky 


Fe Camp Zachary Taylor, Ky., Capt, S. S. PRATHER, Louisville. 
To Fort Oglethorpe for instruction, Capts. O. R. REESOR, gs 45 


ville; H. F. WILSON, Covington; M. BELL, Eminence; E. 
Guthrie; D. H. ERKILETIAN, Hopkinsville; L. R. CORDON, _ 
ington; G. A. COOK, North Middletown; Lieuts. J. C. WHEELER, 


Caney; W. P. 
MAY, Danville; J. C. 
ville; J. L. PUTNAM, 


NICHOLS, Chaplin; J. T. BATTE, Covington; O. L: 
SN‘ 1W, Henshaw; A. HOLDERFIELD, Louis- 
Penick; N. A. BAILEY, V alley View 


Louisiana 
To Camp Beauregard, La., Capt. J. A. ESTOPINAL, New Orleans; 
Lieuts. J. H. McCAA, Baton Rouge; C. P. MAY, New Orleans. : 
To Fort Oglethorpe for instruction, Lieuts. L. W. HOLLOMAN, 
Alexandria; L. I. TYLER, Grangeville; J. BATH, S. GEISMAR, P. 
J. KAHLE, J. T. NIX, Jr., New Orleans. 
Maine 


Te Fort Oglethorpe for instruction, Lieut. M. P. HAMBLETON, 
Augusta. J 
oo: * 


To Hoboken, Lieut. A. M. ROSS, Farmington. 
To report to the commanding general, Northwestern Department, Capt. 


L. C. BUNKER, Waterville. 
Maryland 
To Camp Hancock, Ga., base hospital, Lieut. R. T. ABERCROMBIE, 
Baltimore MEAS 
To Fort Oglethorpe for instruction, Capt. J. C. COBEY, Frostburg; 


M. W. AARONSON, J. E. CUMMINS, Baltimore. 
Haven, Conn., Yale Army Laboratory School, 
HACHTELL, Baltimore 


Massachusetts 

To Camp A. A. Humphreys, Va., Capt. N. G. TRUEMAN, 
Lieut. C. A. BONNER, Worcester. 

Bo Cam mp Devens, Mass., Capt. A. U. F. CLARK, West Boro; Lieut. 

. J. CONDRICK, Brockton. Base hospital, Capt. J. NIGHTINGALE, 

orcester; Lieut. J. A. GREENE, Cambridge. 

To Camp Wadsworth, S. C., Lieut. P. J. FLEMING, Boston. 

To Camp Wheeler, Ga., base hospital, Laem. W. R. SISSON, Boston. 

To Fort Oglethorpe for. instruction, Capts. E. A. CUNNINGHAM, 
Belmont; G. L. VOGEL, Boston; C. *M. UTCHINSON, Cambridge; 
F. G. BARNU M, Coolidge Corner; Cc. D. HUSSEY, Franklin; D. G. 


Liecuts. 
To New ‘ : 
tion, Lieut. F. W. 


for instruc- 


Hathorne; 


ALL, Boston. 

To New York, Neurological Institute, for intensive training, Lieut. 
W. E. R. BASCH, Winthrop. 

To report to the commanding general, Northeastern Department, 
Capts. J. A. BRYER, Attleboro; B. A. GRAVES, Dorchester. 


Michigan 

To Camp Custer, Mich., base hospital, for instruction, Lieut. 
LINGER, Rockland. 

To Camp Lee, Va., Lieut. J. J. DREAK, Detroit. 

To Camp Wheeler, Ga., Capt. H. W. EMERSON, Ann Arbor. 

To Fort ‘we! thorpe for instruction, Gr B. G. McGARRY, Fenton; 
Lieuts. J. G. GAGE, eee Creek; w. . CLUTE, Clare; W. D. BAR 
RETT, R. C. BURT Vv. BU RNHAM. _ A. CONLEY, 'S. M. CRAIt, 
F F. GARDNER, 3 w. GREEN, J. . WARREN, Detroit; W. J. 
CONOVER, Evart; F. D. GERMAN, Franklin: L. M. POWE » Han 
cock; P. F. MORSE, Highland Park; E. G. BELLINGER, Lansing: 
F. K. LENFESTEY, "Mount Clemens; C. C. BENJAMIN, Navarre. 


E. A. 


Minnesota 
To Camp Custer, Mich., Lieut. E. HABERMAN, Osakis. Base hos- 
pital, for instruction, Capt. J. D. UTLEY, St. Paul. 
To Camp Devens, Mass., base hospital, Lieut. F. W. SCHLUTZ, 


Minneapolis. 
H. NEWHART, Minne 


To Camp Dodge, Iowa, base hospital, 
apolis. 

To Denver, Colo., Capt. A. G. KESSLER, Battle Lake. 

To Fort Oglethor e for instruction, Capt. W. LERCHE, St. Pau!; 
Lieut. K. A. DANIELSON, Litchfield. 

To Fort Riley for instruction, Capt. W. H. REPLOGLE, Wabasha: 
Lieuts. G. M. DORAN, N. NEDERGNARD, A. SIVERTSEN, Minne 
apolis; O. S. OLSON, Morgan Park; J. R. TAYLOR, Rochester; H. 
J. ROTHSCHILD, St. Paul. 

Mississippi 


base hospital, 


Capt. 


To Camp Shelby, Miss., for instruction, Lieut. C. E. 
MULLENS, Natchez. 

To Fort Oglethorpe 4 instruction, Capt. C. CHAMPENOIS, Elec 
tric Mills; Lieuts. PRIMROSE, Clarksdale; J. M. MANN, 
Crowder; V. D. FR NRS, Hinchciiff ; Cc DAVIS, Morgan City; S. F. 
HILL, Prairie Point. 

Missouri 

To Camp Bowie, Texas, base hospital, W. B. 
YOUNG, St. Louis; Lieut. F. G. EARD, Maitland. 

j co, Camp Grant, Iil., for instruction, Capt. W. F. SCHMID, St. 
oseph. 


To Camp Logan, Texas, base hos Re, st Capt. O. B. MAYES, Centralia. 


for instruction, Capt. 


For instruction, Capt. G. S. DRA ouis. 
To Camp Pike, rk., Lieut. V. Woop. St. Louis. 
To Camp Sevier, Ss. C., base | By Capt. A. L. ANDERSON, 


Springfield. 
To Fort ee for Speatice, Capts. G. A. MceCULLOCH, 
Excelsior Springs; Hayden, Livermore Falls; W. D. AUF- 


DERHEIDE, St. Louis; 5 Phang F. V. KEELING, Elsberry; C. G. W. 


JUNGK, St. Louis. 

To Fort — Lieut. J. K. CHIPPS, vy J oraeen. 
tion, Capts. A. bf DETWEILER, Hannibal; R. BUREN, Princeton; 
L. J. DANDURANT, St. oseph ; Lieuts. S B. BUCK, Anderson; 
Cc. M. GRACE, Chillicothe; F. FARR, A. E. JONES, N. E LAKE, 
H. E. THOMASON, Kansas Ci J. A. HANCKS, ited E. J. 
HAIRS; Laredo; J. B. SCOTT, } farceline; K. H. HALL, St. Louis. 

To report to "the commanding general, Central Department, Lieut. 
E. H. KELLY, Kansas City. 

To Washington, D. C., Lieut. L. S. N. WALSH, St. 


Montana 
Iowa, base hospital, 


For instruc- 


Louis. 


To Camp Dodge, 
Billings. 
To Camp Lewis, Wash., base hospital, 


Capt. W. R. MORRISON, 


Capt. F. C. DAVIS, Lewiston. 


> To Fort Riley ‘for instruction, ieut. L. R. MACBURNEY, Great 
alls. 
Nebraska 
To mp Custer, Mich., base hospital, for instruction, Capt. D. C. 


HILTON’ Lincoln. 

To Camp Dodg¢, Iowa, base hospital, Capt. J. P. WILLIAMS, Lincoln. 
® To Camp MacArthur, Tex., to examine the command for nervous 
and mental diseases, Capt. B. F. WILLIAMS, Lincoln. 

To Denver, Colo., Lieut. M. J. POWELL, Fairbury. 

t. Fort Oplethorpe f for instruction, Lieuts. C. H. SHEETS, Cozad; 
G. B. POTTER, Shelb 

To Fort Riley for Capts. R. H. BURRELL, Creighton; 
P. H. Ellis, Omaha; e A. CREIGHTON, Red Cloud; Lieuts. A. 
CAULEY, Humphrey: C D. EBY, Leigh; N. H. RASMUSSEN, Scotts 
Bluff; I. H. LEVI Venango. 


Nevada 
To Fort Oglethorpe for instruction, Lieut. R. A. BOWDLE, East Ely. 


New Jersey 
To Camp Dix, N. J., base hospital, Lieut. J. R. COMMORATO, 
Jersey City. 


To Fort Oglethorpe for instruction, Capts. ¥,, SENSEMAN, Atlantic 
City; G. C. COATES, Butler; Lieuts. G. W. NKE, Hackensack; J. 
M. JIMENEZ, Haddonfield; A. B. CoULTAS, Sentieds A. ". DON 
OHO, Merchantville; J. B. CASALE, H. B. EPSTEIN, E. A. ILL, 
Newark; BENDER, C. MAZZARELLA, Paterson; F. = CLARK, 
ty House Station. 


To New York, Neurological Institute, for instruction, Major J. J. 


E. A. EHLERS, Summit. 


BRODERICK, 


ersey City 
To Norfolk 


tate Hospriel, Mass., Lieut. 
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New Mexico 

To Camp cod. I -, Capt. R. L. HUST, Albuquerque; base hos- 
pital, Capt. C Losey, East Las Vegas. se hospital, for instruc: 
tion, Lieut. C. W. FULTON, Raton. 

To Camp Logan, Texes, Capt. F. L. ANDERSON, Roswell. : 

To Fort Riley for: instruction, Lieuts. C. B. ELLIOTT, Ww. W. JOHN- 
SON, Dawson. 

To New Haven, Conn., Yale Army Laboratory School, for instruction, 
Lieut. J. B. VAN ATTA, Albuquerque. 


New York 

To Camp Custer, Mich., Lieut. S. N. MacVEAN New York, 

To Camp Devens, Mass., base hospital, Major W. S. GOODALE, 
Capt. W. DRISCOLL, Buffalo. Base hospital, for instruction, Capts. 
lL. = oY, Fulton; H. G. CASE, Syracuse. For instruction, Lieut. 

ERANZ, New York. ; 

To Camp Dix, N. J., base hospital, Lieuts). C. W. BROWN, C. 
SHOCKOFF, Brooklyn. Base hospital, for instruction, Capt. J. A. 
SHIELDS, Brooklyn; Lieut. J. E. HITE, Malone. 

To Camp Hancock, Ga., base hospital, Lieut. J. E. WINDSIEL, 
Amsterdam. 

To Camp Jackson, S. C., base hospital, for instruction, Capt. J. H. 
LEWIS, Buffalo. 

To Camp Lee, Va., Lieuts. T. L. CRAIG, Davenport; M. E. LEWIS, 
New York. 

To Coup Meade, Md., Lieuts. A. L. CHILD, R. K. JOHNSON, 
Brooklyn. 

To Camp Pike, Ark., base hospital, for instruction, Capt. R. H. V. 
DANN, Elmira. 

To Camp Sevier, S. C., base hospital, for instruction, Capt. J. H. 
EVANS, Buffalo. 

To Camp Shelby, Miss., to examine the command for nervous and 
mental diseases, Capt. D. O. THOMPSON, Buffalo. 

To Camp Sheridan, Ala., base hospital, Capt. W. L. PHILLIPS, 
Buffalo. 

To Camp Wadsworth, S. C., base hospital, Capt. C. HERRMAN, 
New York. ; 

To Camp Wheeler, Ga., base hospital, Lieut. C. M. SAUTTER, 
New York. 

To Danville, N. Y., Lieut. H. R. ETHERIDGE, Fort Slocum, 

To Fort Jay, N. Y., Capt. F. L. CHRISTIAN, Elmira. 

To Fort Oglethorpe for instruction, Major G. F. CHANDLER, Kings 
ton; Capts. T. L. FOGARTY, Brooklyn; T. W. ee E. P. 
LOTHROP, Buffalo; C. V. BROOKS, Canandai ua; G. L. WHITING, 
Canisteo; F. STA RR, Corning; R. L. ELL THORP, Gloversville; 
| a 2 O'CONNOR, Irvington; E. FAHNESTOCK, T. i. TOBIN, H 
A. VEDDER, L. A. WING, New York; G. T. IMRIE, W. B. LARGE, 
Rochester; j. J. BUETTNER, Syracuse; H. R. WIL LSE, Westfield; 
Lieuts. L. M. BROWN, Astoria; H. BLAUVELT, L. L. COHAN, 
R. A. GERBER, F. B. GILLESPIE a A. O’ REILLY, Brooklyn; 
A. C. CALLAHAN, J. J. KOHLHS, E. R. ae ee Buffalo; C. 
L. CAREY, Elmira; A. J. STEWART, Falconer; J. S. EDLIN, J. M. 
KUTISKER, Fort Slocum; R. C. FESS, Jamestown; H. U. CRAMER, 
Lockport; = L. CROFTS, Middleville; R. S. BREAKEY, Monticello; 
J. ARONSON, N. N. BLOO P. M. BUTTERFIELD, A. CAN- 
FIELD, J. H. CHILDS, Ss. COHEN, I. ECKERT, W. W. EL a 
% HEIMAN, H. S. JACOBS, J. M. "MAYER, R. D. dee E. 
OVERTON, A. ROBERTIELLO, IL. F. SHAPIRO, J. HEGEL. 
STEIN, L. E. SPROUT, New York City; A. H. PAINE. Rochester; 
J. &. Gao FS, Rome; G. L. WRIGHT, Syracuse; H. C. STORRS, 
— M. GRIFFIN, Warrensburg. , 

ny N. J., Capt. E. R. FISKE, Brooklyn; Lieut. P. B. 
BROCK WAY. Brooklyn. 

Te Lakewood, N. J., Capt. R. G. SNYDER, New York. 

To New Haven, Conn. ¢ Capt, Leds LLOYD, Rochester; Lieuts. W. A. 
McLAREN, Brooklyn; LENNON, Buffalo. Yale Army Labora- 
tory School, for es ea "Capt. W. F. JACOBS, Buffalo; Lieuts. S. 
KOROWITZ, New York City; W. IL. WALSH, Troy. 

To Newport News, Va., Lieuts. F. E. BRUNDACE, Buffalo; I, T. 
BROADWIN, New York. 

To New York, Lieut. R. T. REID, New York. Neurological Institute, 
for instruction, ‘Capt. J. R. HARDING, Elmira. 

To report to the commanding general, Eastern Department, Capts. 
A. K. BRODIE, Derby; E. E. BAUER, Owego; Lieut. P. J. BAR- 
RETT, Tupper Lake. Pea A 

To Rockefeller Institute for instruction, Lieut. A. HOFHEIMER, 


New York. : 
North Carolina 
To 1 Oglethorpe for instruction, Capt. C. C. ORR, Asheville; 
Lieut. R. O. MILBEE, Cove City. 


North Dakota 

To Fort Oglethorpe for instruction, Lieut. O. B. NUGENT, Harvey. 

To Fort Riley for instruction, Capt. L. B. DOCHTERMAN, Willis- 
ton; Lieut. G. H. COFFIN, Drake. 

Ohio 

To Camp Custer, Mich., base sgt Capt. G. H. HOLT, Cincinnati. 

To Camp Dix, N. J. Capt. E. H. HARSH, Cleveland. 

To Camp Meade, Md., Lieut. H. R. GRAV ES, Ashtabula. 

To Camp Pike, Ark., base hospital, for instruction, Lieut. F. J. 
KEELEY, Cleveland. 

To Camp Sheridan, Ohio, base hospital, for instruction, Capt. L. S. 
BROOKHART, Cleveland. 


To Camp Sherman, Ohio, base hospital, Lieut. C. H. HOFFHINE, 


Columbus. Base hospital, for instruction, Lieut. E. R. ARN, Dayton. 

To Camp Zachary Taylor, Ky., base hos ital, for instruction, Capt. 
W. J. KIRKBRIDE, Toledo; Lieut. R. W. “ALDWELL, Jackson. 

To Fort Oglethorpe, Capt. G. B. PARISEN, Toledo. For presen, 
Capts. E. I. STANLEY aes | D. W. PHILO, Fremont; Ww. Ww. 
WERTZ, Montpelier; W. RICE, Stony Rides R. MORGAN, 
Van Wert; Lieuts. R. A. GREGG, Akron; G. E. = ane 
D. S. BURNE, Bryan; F. W. KEHRER, eae R H. RY. 
Caldwell; C. E. “ SER, R STEVENSON, Cincinnati; R. REELS" 


D. SELMAN, H. ;, KODE Cleveland; W. J. HULTENSCHMIDT, 


Cleveland Hei = M. THOMAS Columbus; Cc. W. DEWEY, 3 
neaut; M. E. COY, Matias F. R. HARRISON, East Liverpool; C. W. 
: MMONS, Fairport Harbor; G. K a amestown; E. L. chUM, 
Lodi; W. D. GARDNER, Plain Cit ty RAUNLIN, Portsmouth: 
A. SILVER, 7, Vv. L. MAG ks” Titin, J. M. FRICK, Toledo: 
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A. C. HUNTER, West Alexandria; L. H. WHISLER, Willard; C. 
a. Willow Wood. - 
© report to the commanding general, Centr A, rtment, Capt. T. 
A. EVANS, Columbus; Lieuts. A. B. DEVE G neinnati; v H. 
MERRIAM, Mount Eaton; H. H. EWING Willard 
To Welter Reed General Hospital, Capt. Rk. A. RIC E, Columbus 


Oklahoma 

To Camp pegnranere, Le., base hospital, for instruction, Capt. P. A. 
SMITHE, Enid 

To Camp Travis, Texas, Lieut. E. E. DARNELL, Clinton 

To Fort Oglethorpe for instruction, Capts. J. A, GILLIS, Frederick; 
J. D. BEWLEY, J. H. WOODCOCK, Miam 

Te Fert Riley for instruction, Lieuts. “BROU Gn, Coyle; G. Y 
McKINNEY, Henryetta; G. W. AMERSON, Milo; J. M. FORTSON, 
Tecumseh. 

Oregon 
Camp Lewis, Wash., Lieuts. H. A. CANFIELD, Drain; B. R. 
BROOKE, Portland. Base hospital, Lieut S _E. HENTON, Portland. 
For instruction, Capts..W. M. CAMPBELL, C. MOORE, Portland. 

To Fort Oglethorpe for instruction, Lieut. P W. BYRD, Salem 

To Fort Riley for instruction, Lieuts. A. H. CANTRILL, Portland; 
J. F. HOSCH, Redmond. 

To report to the commanding jeneral, Western Department, Lievts 
U. C. COE, Bend; H. DENMAN, Crane; O. C. DIXON, Gold Hib; 
H. B. HAILE, Madras. 

Pennsylvania 

To Buffalo Y., Lieut. M. M. MacKALL, Monaca. 

To Cam Mh La., base hospital, for instruction, Capt. K. I. 
SANES, Pittsburgh. 

To Camp Crane, Pa., Lieut. W. J. PROBST, Pittsburgh 

To Camp Hancock, Ga., base hospital, for instruction, Lieut. W. R 
CAMPBELL, East Smithfield. 

To Camp Jackson, S. C., base hos pital, for instruction, Capts. J. | 
ATLEE, Lancaster; W. M. CAMPB LL, Pittsburgh. 

To Camp Lee, Va., Lieut. H. J. BENZ, Pittsburgh. 


To Camp Meade, Md., Lieuts. F. S. BAKEWELL, Groceviias kK 
MEGAHAN, Latrobe. For instruction, Capt. S ¢ ECHLING, 
Pittsburgh. 


To Fort Oglethorpe for sg a Ca . A. THOMPSON, But 
ler; H. S. STONE, Franklin; b. MEAD New Brighton; H. P 
LEOPOLD, H. LOWENBURG, c . WORDEN, Philadelphia; L. H 
CHEESMAN, Pittsburgh; G. R. DRAKE, Plymouth; C. O. BROWN, 
Scranton; Lieuts. E. B. HENRY, Bellevue; F. R. BRADEN, Coraopo 
lis; I. C. DUNCAN, East McKeesport; J. H. JOHNSON, Glenmore; 
A. A. BASIL, W. O. LUBKEN, Johnstown; N. H. JENKINS, Kings 
ton; R, L. YOUNG, Ludlow; W. R. BUCKLEY, Mount Coomalt oO. H 
WILSON, Philadelphia; W. E. BOOHER, F. W. BREMER, H. G. 
CARMALT, L. M. MITCHELL, H. R. WOODS, Pittsburgh; W. S. 
ADAMS, Sykesvile; O. K. GRIER, Wilkes-Barre; ‘A. M. BE NSHOFF, 
Windber. 

To New Haven, Conn., Yale Army Laboratory School, for instru 
tion, Capt. W. L. STEEN, a Sy Lieut. A. D. DYE, Masten. 

To Plattsburg, N. Y., Capt. WHOLEY, Pittsburgh 

To Walter Reed General Hospital, D. C., Capt. C. H. HAYES, 


Pittsburgh. 
Rhode Island 

To Camp Dix, N. J., base hospital, for instruction, Lieut. J. J 
HEALEY, Providence. 

To si" Gordon, Ga., base hospital, for instruction, Lieut. J. G. 
WALSH, Providence. 

To Fort ae for at me Capt. M. E. VANCE, Pawtucket 
Lieuts. L. J. A. LEGRIS, Phenix; K PAP "AVASILION, Providence. 


South inte 
To Fort Oglethorpe for instruction, Lieut. O. P. WISE, Saluda. 


South Dakota 

To Camp Dodge, Iowa, base hospital, for instruction, Capt. R. J 
JACKSON, bom iy City. 

To Fort’ thorpe for instruction, Capt. F. M. MAHIN, Lak: 
Preston. 
Tennessee 

To Camp Meade, Md., Lievt. P. S. WILLIAMS, Oakdale 

To Fort McHenry, Md., Lieut. F. B. 7 ed Memphis. 

To Fort Oglethorpe for instruction, Capt. H. CASS, Johnson City; 
Lieuts. W. H. SMITH, Brunswick: F, A. NILES: Day sville; A. ¢ 
BENTLEY, Quite. : 

To Fort Riley for instruction, Lieut. E. A, GUYNES, Knoxville 


Texas 

To Camp MacArthur, Texas, base hospital, for truct Capts. 
H. A. McDANIEL, Bonham; §&. A. WOODWARD, Fant Worth. - 
2 To Mae 3 at Texas, Lieut. C. M. COVINGTON, Montgomery. 
ase hospital, for instruction, Capts. W. W. SAMUELL, Dall . Wi 
WEINFIELD, San Antonio. vompleue 
To Fort Oglethorpe for instruction, Capts. W. E. CHILTON, Fort 
Worth; J. H. BRICE, Lamesa; Lieuts 0. W. ROBINSON, Bairds 
town; C. M. IRWIN, ‘Charlotte; ¢ T. BRADFORD, Klondike; 1 - 
— Liberty Hill; J. R. ELLIOTT, Palacios; A. T. HAYS, 
ulia 

To Fort Riley for instruction, Capt. W. E. CAMPBELL, Ennis; Lieuts 
2 ¢< SHANKS, Bells; B. F. C a Bullard; G. L. ‘GRAY, 
mer H. G, BEVIL, Doucette; Cc. . HILL, Gra land; J. D. DAVIS, 
unday; G. L. LEWIS, San y Bano B. L. CHIPLEY, San Anto 0; 
A. L. PETERSON, Texarkana. parbanianes 
To Fort Worth, Texas, base hospital, Capt. M. E. GILMORE, 
Fort Worth. 

To report to the commanding general, Southern Department, Lieuts 
T. H. ELLIS, Clarendon; C. S. CREW, DeKalb; O. L. WOODALL. 


Goree. 
Utah 
To Fort Riley for instruction, Lieut W. H. MOSSLER, Modena. 
_To report to the commanding general, Western Department, Capts. 
G. H. MAGHEE, Salt Lake City; F. E. ESTES, Standardsville. 


Virginia 
To Fort Oglethorpe for instruction, Capts. J. C. BODOW, Hepewel!; 
J. W. HUNTER, Jre., Norfolk; Lieuts. T. W. EDMU NDS, Danville; 
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G. T. FAUST, Dorchester; B. L. NAIMAN, Hopewell; O. A. WEATH- 
ERBY, Raven; W. B. FELLERS, Roanoke; C. W. JENNINGS, Wil- 


liamsburg. 


To Newport News, Va., Lieut. G. R. FISHER, New Hope. 


Washington 

To Camp Lewis, Wash., Lieuts. H. A. GREENWALD, Kettle Falls; 

( BALLANCE, L. A. FULLERTON, Seattle; H. M. MAKINS, 
Selah; A. P. HUGHES, Spokane. 


Te report to the commanding general, Western Department, Lieut. 
L. S. ROACH, Mount Vernon. 
West Virginia 


To Camp Sevier, S. C., Lieut. R. L. HUNTER, Jarold’s Valley. 

To Camp Sheridan, Ala., base hospital, for instruction, Lieut. G. L. 
VIEWEG, Wheeling. 

lo Camp Wadsworth, S. C., Capt. L. F. MILLIKEN, Blair. " 

To Fort Oglethorpe for instruction, Capts. J. H. CHAPMAN, 
Frown; H. G. NICHOLSON, Charleston; H. H. PETTRY, Lawson; 
tr), €. CASTO, Parkersburg: S. H. BURTON, Weston; G. B. CAPITO, 
White Sulphur Springs; Lieuts. A. G. De FOE, Bruceton Mills; J. G. 
ROGERS, Cairo; R. M. RILEY, Clarksburg; D. J. RUDASILL, King- 
wood; B. F. SOMMER, Leon; F. W. BILGER, Maybeury; H. E. 
GAYNOR, Parkersburg; T. E. RYMER, Ripley; O. M. STAATS, 
Wheeling. ; 

Wisconsin 

To Camp Grant, Iil., base hospital, Capt. W. A. SMITH, Boyd. 

To Fort Oglethorpe for instruction, Capt. R. J. GOGGINS, Oconto 
Falls; Lieuts. I. G. DAVIS, Arcadia; W. M. JOHNSTON, Dale; 
rR. C. PYNN, Delavan; F. S. FISCHER, Milwaukee; A. J. LOUGH- 
NAN, Oconomowoc; M. M. BUNCH, Oshkosh; W. J. HOMMEL, 
W hitewater. 

To Fort Riley, as tuberculosis examiner, Capt. J. W. LOCKHART, 
Oshkosh. For instruction, Lieuts. R. D. JAMIESON, La Crosse; G. E. 
FORKIN, Menasha; W. FOX, W. G. HYDE, Milwaukee; L. C. 
COMBACKER, Osceda. : 

To New Haven, Conn., Yale Army Laboratory School, for instruc- 
tion, Major G. C. RUHLAND, Milwaukee. 


Wyoming 
To Fort Riley for instruction, Capt. E. G. DENISON, Sheridan; 
Liewts. I. N. FROST, Casper; T. F. Hamilton, Crosby; J. W. PRICE, 
Laramie. 


To report to the commanding general, Western Department, Capt. 
G. M. SELBY, Sheridan. 


ORDERS TO OFFICERS OF THE MEDICAL 
CORPS, U. S. ARMY 


Arkansas 
To Camp Jackson, S. C., as tuberculosis examiner, from New Haven, 
Capt. E. E. HOLT, Mena. 
California 
To Camp Shelby, Miss., from Camp Jackson, Lieut. J. A. STEED, 
Dalton. 


To report to the commanding general, Western Department, Lieut. 
F. CHANNOSIAN, Fresno. 


District of Columbia 


To East Norfolk, Mass., from the Surgeon-General’s Office, Lieut.-Col. 
W. H. SMITH. ea 
Illinois 


To Camp Jackson, S. C., as tuberculosis examiner, from New Haven, 
Capt. A. H. BEEBE, Stillman Valley. : 

To Camp pees, roe evacuation hospital, 
Lieut. A. G. GRAN, icago. 

To Camp Shelby, tay Camp Jackson, Capts. W. YATES, 
Bonfield; E. P. STAFF, Ramsey. F 

To Fort Des Moines, lowa, from Fort Oglethorpe, Capt. J. MYERS, 
Chi 0. 

To Fort Hancock, N. J., from Fort Monroe, Lieut. C. B. ALEXAN- 
DER, Chicago. : 

To Washington, D. C., Surgeon-General’s Office, from Garden City, 
Lieut. T. A. WAYLAND, Dallas City. 


from Fort Oglethorpe, 


Indiana 
To Cam Va., from Fort Monroe, Lieut. 


JOHNSON, 


Abraham paatls, W. F. 
Indianapolis. 

To Camp Shelby, Miss., from Camp Jackson, Capts. J. T. HAZEL, 
Freedom; B. A. BROWN, Indianapolis; H. M. SCHULTZ, Logansport. 


Iowa 
The following order has been revoked: To Camp Greene, N. C., base 
hospital, from Southern Department, Capt. E. M. P. SWARD, Glenwood. 


Kentucky 
To Camp A. A. Humphreys, Va., as tuberculosis examiner, from New 
Haven, Lieut. G. M. WELLS, Summer Shade. 


Maine 
To Camp Jackson, S. C., as tuberculosis examiner, from New Haven, 
Lieut. E. B. FRISBEE, Bridgeton. 


Maryland 
To Camp Jackson, S. C., as tuberculosis examiner, from New Haven, 
Lieut. W. A. BRIDGES, Towsen. . 
To Camp Shelby, Miss., to examine the troops for cardiovascular 
diseases, from Camp Upton, Major A. D. ATKINSON, Baltimore. 


Massachusetts 

To Camp Abraham Eustis, Va., from Brockton, RX. .f. 
McNAMARA, Brockton. ’ ss 

To Camp Shelby, Miss., from Camp Jackson, Lieut. N. HOLDEN, 
Malden. , 

To Rockefeller Institute, for instruction in the treatment of infected 
wounds, and on completion to his proper station, from Camp Beauregard, 
Major G. H. GRAY, Lynn. 


Capt. 
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Jour. A. M. A. 
Nov. 16, 1918 
Michigan 
To Camp A. A. Humphreys, Va., as tuberculosis examiner, from 
New Haven, Lieut. A. W. SCHMIDT, Gay. . 
To Newport News, Va., Lieut. F. H. COLE, Detroit. 


Minnesota 


To Camp Jackson, S. C., as tuberculosis examiner, from New Haven, 
Lieut. L. G. GUYER, Waseca. 


Nebraska 
To Camp Shelby, Miss., from Camp Jackson, Capt. F. P. DORSEY, 
Hartington. 
Te Rochester, Minn., Mayo Clinic, for instruction, and on completion 
to Camp Grant, Ill., base hospital, for instruction, from Fort Riley, 
Lieut. G. E. PETERS, Bloomfield. 


New York 
. To Army Medical School, for instruction, Lieut. W. D. GILL, New 
ork. 

To Camp A. A. Humphreys, Va., from Fort Oglethorpe, Capt. J. A. 
CONWAY, Hornell. 

lo Camp Bowie, Texas, from Camp Abraham Eustis, Capt. T. W. 
JENKINS, Albany. 

To Camp Hancock, Ga., as orthopedic surgeon, and on completion 
to Boston, Mass., Harvard Graduate School of Medicine, for instruction, 
from Fort Oglethorpe, Lieut. J. B. L’EPISCOPO, Brooklyn. 

To Camp Jackson, S. C., as tuberculosis examiner, from New Haven, 
Lieuts. M. E. BORK, Buffalo; M. GREENWALD, New York; C. M. 
MANN, Petersburg. 

To Camp Meade, Md., for instruction, from Jefferson Barracks, Capt. 
E. W. BROWN, Mount Kisco. , 
js To Williamsbridge, N. Y., from Fort Ontario, Capt. B. S. MOORE, 
yy racuse. 

The following order has been revoked: To Camp McClellan, Ala., to 
examine the troops for cardiovascular diseases, from Lakewood, Lieut. 
A. TOWBIN, Flushing. 

Ohio 


from Camp Jackson, Capt. 


To Camp Shelby, Miss., 


H. PRIMM, 
Ravenna. 


Pennsylvania 

To Camp Jackson, S. C., as tuberculosis examiner, from New Haven, 
Lieut. L. G. FLANNERY, Philadelphia. 

To Camp Sherman, Ohio, from Syracuse, 

Foxburg. 

To Fort Oglethorpe, for instruction, Lieut. 


delphia. 
South Carolina 


To Camp Shelby, Miss., from Camp Jackson, Lieut. C. HOUSTON, 
Florence. 


Lieut. J. N. CAMP, 
D. RIESMAN, Phila- 





Tennessee 
To Mays Landing, N. J., from Camp Devens, Capt. T. A. R. JONES, 
Knoxville. 
Texas 
To Newport News, Va., from Fort Oglethorpe, Lieut. T. M. GORDON, 
Stephenville. 
Wisconsin 
Te Camp Crane, Pa., evacuation ambul company, from Fort Riley, 
Capt. M. E. RIDEOUT, Hortonville. 


To Washington, D. C., Surgeon-General’s Office, from Camp Custer, 
Capt. B. H. HOLMES, Delavan. , 


ORDERS TO OFFICERS OF THE UNITED 
STATES PUBLIC HEALTH SERVICE 


Asst. Surg.-General C. C. PIERCE, directed to proceed to New York 
City for conference relative to post war work. 

_ Sen. Surg. G. M. Magruder, proceed to Kansas City, Mo., to estab- 
lish venereal disease control measures in Kansas City and adjacent 
cities. 

_ Surg. EDWARD FRANCIS, relieved from duty in influenza contro! 
in Pennsylvania and assume charge of extra-cantonment sanitation in 
the District of Columbia. 

Acting Asst. Surg. J. M. BIEDLER, proceed to Richmond, Va., for 
mane of medical and sanitary work at the Government loading 
plant. 

Acting Asst. Surg. RICHARD T. LEADER, relieved at Charlotte, 
N. = -» proceed to Lincoln, Neb., to assume charge of venereal contro! 
work. 

_ Acting Asst. Surg. C. W. WOOD, proceed to Burlington, Vt., rela- 
tive to the inauguration of venereal disease control measures. 

Asst. Sanitary Engr. SIDNEY BOWNE, relieved at Millington, Tenn., 
proceed to Charleston, S. C., for duty in extra-cantonment sanitation. 

Asst. Sanitary Engr. M. G. PARSONS, relieved at West Point, Miss., 
proceed to Columbus, Ga., for duty in extra-cantonment zone sanitation. 

Asst. Sanitary Engr. F. D. MESSENGER, proceed when convenient, 
to Brownsville, Texas, to investigate the lic health value of con- 
templated improvements. 

Asst. Sanitary Engr. FRANK R. SHAW, proceed to New Orleans, 
La., for conference relative to influenza control. 

Chief Sanitary Insp. HARRY S. LUCAS, relieved from duty in the 
District of Columbia. Proceed to Florence, Ala., for duty in extra- 
cantonment sanitation. 

Scientific Asst. W. H. PRICE, relieved at Anniston, Ala., proceed to 
Washington, D. C., for duty in extra-cantonment sanitation. 

Asst. Director Educational Work E. V. PRICE, proceed to New York 
City for conference relative to venereal disease control. 

Asst. Director Educational Work DAVID ROBINSON, proceed to 
necessary points in the States of California, Oregon, Washington, Mon- 
tana, Wyoming and Idaho for conference relative to instructions to 
drafted men to be carried out under government supervision. 

Regional Field Director HARRY R. MINOR, proceed to necessary 
points in the states of Virginia, West Virginia, South Carolina, North 
Carolina and Georgia for conference relative to instructions to drafted 
men, to be carried out under government supervision. 

Regional Field Director A. G. SPAULDING, 


eed to necessary 
points in the states of Texas, Nebraska and Okla 


ma for con 


relative to instructions to drafted men, to be carried out under govern- 
ment supervision. 
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SUPPLEMENTARY REPORT OF THE 
WAR COMMITTEE 


At the meeting of the Board of Trustees, held October 25, 
the War Committee submitted the following supplementary 
report covering the work done since the last annual session. 
The Board of Trustees received and directed that it be 
published in THe JourRNAL. 


To the Board of Trustees of the American Medical Associa- 
tion: 

This report of your War Committee is supplementary to 
that which the committee submitted to the House of Dele- 
gates at its meeting held in Chicago, June last. We repeat 
what was said at that time that the profession has responded 
for war service in a manner that has received universal 
favorable comment, and your committee is gratified to record 
the part which this Association has taken in this mobilization 
of the medical profession for war. 

The Association’s records show that more than 200,000 
blank forms for making application for commission in the 
Medical Reserve Corps have been printed by the Association 
and circulated among physicians, and as a result upward of 
30,000 applicants have been commissioned in the Army. In 
addition, more than 3,000 have been commissioned in the 
Navy. 

The appeal of the Surgeon-General of April 3, 1918, was 
published in Tue Journat on April 13. This was more effec- 
tive than any community propaganda could possibly have 
been. Since our last (June) report, according to the Asso- 
ciation’s record, the applications for commission in the Med- 
ical Corps were: June, 2,416; July, 2,841; August, 3,814; 
September, 4,171, and to October 24, 2,507; a total of 15,809 
in four and a half months. 

The American Medical Association has been the center of 
information to physicians. The replies to individual inquiries 
have involved several departments, and letters to individual 
physicians have averaged over 100 each week. In addition, 
since June 1, more than 5,000 pamphlets covering information 
pertaining to entrance into the Medical Corps have been 
distributed in response to individual requests. The expense 
incident to all this, including printing, postage, and other 
items, have been borne by the Association. 

The American Medical Association has supplied state and 
county organizations with detailed information concerning 
physicians in their own communities who were available for 
civil and industrial practice, and has cooperated with its 
branch organizations in endeavoring to provide the services 
of additional physicians where the needs of a locality could 
not be met by physicians still active in these communities. 

Early in the year, on the suggestion of the officers of the 
Association, the Provost Marshal-General requested the 
Surgeon-General to assign a medical officer to the office of 
the Provost Marshal-General in order that this medical officer 
might act as an adviser on the medical features of the Selec- 
tive Service Regulations. Col. Frank Billings was assigned 
to this post. 

As an outgrowth from this beginning, a medical division 
for the Provost Marshal-General’s Office was created on 
August 1, which, at the present time, has a personnel of four 
medical officers and five enlisted men and clerks. The func- 
tion of this medical division relates to the selection and 
induction of registrants together with the statistical details 
arising therefrom. This medical division in the Provest 
Marshal-General’s Office has brought about more intimate 
relations between this office and that of the Surgeon-General 
of the Army. Through the coordination thus made possible, 
the physical examinations of registrants by the Selective Ser- 
vice Boards and those made at the cantonments and camps 
are being standardized. 

Your committee congratulates the Association on the ser- 
vice which, by virtue of the information which it has made 
available, it has been able to render in the solution of med- 
ical questions that have arisen in connection with the execu- 
tion of the Selective Service Regulations. 
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Although neither the Surgeon-General of the Army, of the 
Navy, or of the Public Health Service, nor the Provost 
Marshal-General, may officially recognize any civilian organi- 
zation in the mobilization of the medical profession for 
military service, your committee respectfully recommends 
that the American Medical Association continue as hereto- 
fore to render whatever aid it may to these Surgeon-Generals 
and to the Provost Marshal-General and that the Association 
continue the policy which it has constantly followed of aiding 
in every possible way with the individual members of the 
organization to determine and meet their obligations in these 
matters. 

In this connection, the War Committee recalls the fact 
that the medical officers of the staffs of the Surgeon-Generals, 
the members of the Medical Corps of the United States 
Army, of the medical forces of the United States Navy, of 
the United States Public Health Service, of the medical 
division of the Provost Marshal-General’s Office, and the 
medical section of the Advisory Commission of the Council 
of National Defense, are practically all members of the 
American Medical Association and that all commissioned 
medical officers of the United States Army, the United 
States Navy, and the United States Public Health Service, 
while on active duty, are also ipso facto Fellows of the 
American Medical Association. 

Your War Committee calls attention to the fact that the 
Provost Marshal-General, through legally constituted pro- 
vision, has assumed control of all men, including physicians, 
between the ages of 18 and 46 inclusive, for war service. 
The District Exemption Boards under the Selective Service 
Regulations, are empowered to place physicians of draft age 
in deferred classes for the protection of industries, communi- 
ties, hospitals, medical schools, and public health service 
These District Exemption Boards, and they alone, may for 
good and sufficient reasons exempt physicians of draft age 
from military service. In a word, all physicians under 46 
years of age are under the direction of the Provost Marshal- 
General who, in turn, has empowered the Exemption Boards 
of the Selective Service System to induct physicians into 
military service or to detain them for civilian service as 
these boards deem best. At the same time, the Surgeon- 
Generals of the Army and Navy may commission physi- 
cians who volunteer in the Medical Corps of the Army or in 
the Medical Force of the Navy. Moreover, by mutual agree- 
ment with the Provost Marshal-General, these Surgeon- 
Generals may transfer physicians who have been inducted 
into the Army through the Selective Service Regulation from 
the line into the Medical Corps, and commission them. 

Inasmuch as this is the first meeting of the Board of 
Trustees since June, 1918, our committee takes this oppor 
tunity to advise what position it believes the Association 
should take in regard to the Volunteer Medical Service Corps. 

It is not a military organization, therefore its members 
cannot be placed under military discipline, nor can any mem- 
ber of the organization be forced to serve in the Army, Navy, 
Public Health Service or in the Office of the Provost Marshal- 
General. In consequence, it is not quite clear how it is to 
accomplish its announced object or purpose. Had the draft 
age not been raised to 45, or had the inactive list of the 
Medical Reserve Corps been continued, the organization 
would probably have been of assistance, provided it had been 
placed under military control, in solving the problem of 
securing a sufficient number of medical officers for the Army 
and Navy without seriously crippling the civilian practice. 

With the increase of the draft age, a sufficient number of 
medical officers in the Army and Navy is now readily avail- 
able, and the need of the civilian practice has become the 
function of the Selective Service Boards. 

The Volunteer Medical Service Corps has received the 
approval of the President of the United States, which fact 
must receive due consideration. Your conimittee, therefore. 
recommends that we recognize the Volunteer Medical Service 
Corps as an organization in which physicians who are past 
military age, or whose services, because of physical or other 
conditions, are not available for the Army or Navy, may 
show their patriotism and willingness to give their services 
to which their qualifications entitle them. 
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It should be borne in mind that the government has con- 
stantly refused to draft the medical professional as a class, 
and has left physicians who are above the draft age, free to 
volunteer their services. This same freedom of action still 
remains to all physicians who are beyond draft age, 46 years. 
Membership in the Volunteer Medical Service Corps does not 
relieve the individual physician of his personal obligation to 
the country, nor does it affect his individual responsibilities 
to decide what his duty is regarding offering his service 
directly to the department of the government in which he 
desires to serve. 

Husert Worx, Chairman, 
Artuur D. Bevan, 
Georce H. Simmons, 
ALexanper R. Crate. 


A. R. Mrrcnett, 
Frank BILLINGS, 
W. C. Puruirs, 
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(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR THIS 
DEPARTMENT ITEMS OF NEWS OF MORE OR LESS GENERAL 





INTEREST; SUCH AS RELATE TO SOCIETY ACTIVITIES, 
NEW HOSPITALS, EDUCATION, PUBLIC HEALTH, ETC.) 
CALIFORNIA 


Baby Health Centers Opened.—The Children’s Aid Com- 
mittee of San Francisco announces that thirty baby health 
centers will be opened in the city as soon as possible after 
the subsidence of the epidemic of influenza. 


Los Angeles Unit Leaves for France.—The Woman's Hos- 
pital Unit of Los Angeles, assigned for active work in France, 
left for New York. The unit is composed of ten women 
physicians, Drs. Etta G. Gray, Margaret M. Gilliland, Cecilia 
Reiche, Margaret Isaac Wilson, Maria C. Wells and Eva K. 
Greene, all of Los Angeles, and four other physicians, ten 
hospital aids, an ambulance driver and a chauffeur. 


San Francisco Physicians Called Before State Board.—A 
number of physicians were ordered to appear before the 
State Board of Medical Examiners, October 22, to show why 
their licenses should not be revoked. Among these were Dr. 
William S. Card, San Francisco; Franklin P. Duncan and 
Charles L. Calhoun, charged with the performance of illegal 
operations; “Dr.” Harry Ryberg, chiropodist, charged with 
advertising so as to give the impression that he is a physician; 
“Dr.” C. L. Davis, an osteopath, charged with giving medi- 
cine, and Dr. David I. Hicks, charged with the performance 
of illegal operation and fictitious advertising. 


League for Conserving Public Health—At a conference 
held in Redding, recently, the Shasta County unit of the 
League for the Conservation of Public Health, was organized, 
and the following officers were elected: president, Dr. Ferdi- 
nand Stabel, Redding; vice presidents, Drs. George E. Flora, 
Anderson, and John P. Sandholdt, Kennett, and secretary- 
treasurer, Dr. Carl A. Mueller, Redding. League branches 
have been established and are in active operation in Santa 
Clara, San Mateo, Monterey, San Joaquin, Sacramento, San 
losé, Sonoma, Stanislaus, Fresno, Alameda, San Francisco, 
Los Angeles, San Diego and Riverside counties. 


Personal.—Dr. Ellis Harbert, Stockton, who has _ been 
seriously ill, is now believed to be out of danger-——Dr. 
Frank H. Pritchard, Colton, is reported to be seriously ill 
with influenza—Dr. Casper L. Rinker, Madero, is said to 
be seriously ill with influenza. Dr. Ray R. Dearborn, 
Madero, while making an emergency call sustained painful 
injuries by the overturning of his automobile———Dr. George 
H. Galbraith, Long Beach, who has been ill with influenza, 
is convalescent——-Dr. Edward R. Kellogg, Los Angeles, 
has been reelected president of the Children’s Home Society 
of California——Dr. Edwin H. Crabtree, police surgeon of 
San Diego, has resigned to enter the United States service. 
——Bail is said to have been ordered forfeited in the case 
of Dr. Alexander M. Lesem, San Diego, charged with violat- 
ing the drug act regarding the prescribing of narcotics.—— 
Dr. August Schmidt, Los Angeles, is said to have been held 
pending federal investigation on charges of having made 
statements to injure the sale of Liberty Loan Bonds.——Dr. 
Homer L. Wells, San Diego, charged with violation of the 
state drug act, was acquitted. 
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DELAWARE 


Liquor Prescribing Stopped—On complaint that Dr. 
Thomas O. Cooper, ilmington, was issuing hundreds of 
prescriptions for liquor, Deputy Attorney-General Green and 
Chief of Police Blank are said to have visted his office, 
October 19, and warned him to cease his activities. 


Personal.—Dr. Allen A. Perkins, city physician of Wilming- 
ton, has resigned to accept a ition as physician to a shell 
plant at Port Penn——Dr. Eli Nichols, Wilmington, who 
had been seriously ill with pneumonia, is reported to con- 
valescent——Dr. John L. Fisher is reported to be seriously 
ill with influenza.——Dr. Joseph B. Waples, Georgetown, has 
been elected physician to the Sussex County Almshouse, to 
succeed Dr. Castes E. James, who has entered the military 
service. 

ILLINOIS 


Illegal Practitioner Arrested.—Kathryn Forbrich Thumm 
was arrested by the Department of Registration and Educa- 
tion of the State of Illinois for practicing medicine without 
a license and was fined $25 and costs. 


Rock Island Physician Liberated—Dr. James D. Banta. 
Rock Island, who was arrested, tried and found guilty of 
violating the Harrison Narcotic Law, about six months ago, 
and was sentenced to five years imprisonment in the federal 
penitentiary, Leavenworth, Kan., was released, October 28, 
as it was found that he had been convicted and imprisoned 
under invalid acts. 


Thanks for Medical Officers.—In view of the valuable assis- 
tance rendered by medical officers at Camp Grant, during the 
recent epidemic of influenza, Marlin H. Day, chairman of the 
Red Cross emergency influenza committee, Rockford, sent 
letters of thanks to Capts. F. D. Harrison, R. E. Jones and 
N. M. Johnson, M. C., U. S. Army, who were assigned to 
duty at the three emergency hospitals opened in Rockford in 
October. 


Health Investigation of Working People.—The [Illinois 
Health Insurance Commission appointed to investigate illness 
in working people not covered by the Workman’s Compensa- 
tion Act, and to make recommendations to the legislature 
looking toward the solution of the problems related thereto 
held a series of public meetings in the following cities: 
Chicago, November 7 to 9; Moline, November 11; Peoria, 
November 12; East St. Louis, November 13; Springfield, 
November 14; Champaign, November 15, and Danville. 
November 16. Labor organizations, employers of labor, repre- 
sentatives from the medical profession, health department 
officials, representatives of insurance companies and fraternal 
orders, social workers and others interested participated in 
these conferences. 


IOWA 


Hospital Corner Stone Laid.—The corner stone of St. Luke's 
Hospital, Davenport, was laid, October 2, with impressive 
ceremonies. The services were in charge of Bishop Morrison, 
lowa City, and Rev. LeRoy M. Kauffman, Davenport, 
delivered the principal address. The hospital will cost about 
$200,000 and will contain 100 rooms for patients. 


Personal—Dr. Jay M. Crowly, Rock Rapids, is seriously 
ill with pneumonia following influenza———Dr. Dennis F. 
Fitzpatrick, lowa City, has been appointed local surgeon for 
the Rock Island System, to succeed Dr. John G. Mueller, 
deceased. Dr. Edgar L. Bay and Richard F. Shahan, 
Eddyville, are reported to be seriouly ill with pneumonia. 
Dr. Ewen M. McEwen, Iowa City, is ill with diphtheria 
in the isolation hospital——Dr. Chauncey P. Smith, Mason 
City, has been made chairman of the medical advisory com- 
mittee for the local exemption boards, to succeed Dr. Chan- 
ning E. Dakin, who has resigned to enter the military ser- 
vice. Dr. Max E. Witte, Clarinda, has been reappointed 
superintendent of the Clarinda State Hospital. 


LOUISIANA 


Dowling Made Professor.—Dr. Oscar Dowling, Shreveport, 
president of the state board of health, has been elected adjunct 
professor to take charge of the course of hygiene in the 
School of Medicine of Tulane University, and to arrange 
the course of instruction for the students at Camp Martin. 

New Health Board Appointments.—Governor Pleasant, 
October 29, announced the following appointments: as mem- 
ber and president of the state board of health, Dr. Oscar 
Dowling, Shreveport, and as members of the state board of 
health, Dr. Theophilus T. Tarlton, Grand Coteau, and Dr. 
Thomas A. Roy, Mansura, all reappointed. 
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MARYLAND 


Health Conditions Almost Normal.—According to a state- 
ment made by Dr. John D. Blake of the health department, 
Baltimore came out with fewer fatalities and with less 
inconvenience in the recent influenza epidemic than did most 
of the large cities. The disease has disappeared almost 
entirely, there being only eight cases reported in the last 
twenty-four hours. A total of thirty-five persons died from 
all causes. This is the normal death rate in Baltimore. 
There were 4,664 deaths in the city from all causes during 
October, compared with 847 for the same month last year. 
The death rate per thousand of the whole population was 
91.52. Lobar pneumonia, following influenza, killed 1,685, 
and bronchopneumonia 385. Other diseases were fatal in the 

llowing number of cases: tuberculosis, 167; heart disease, 
200; diseases of babies of less than 2 years of age, 152; 
typhoid fever, 19; scarlet fever, 2; whooping cough, 23; 
diphtheria, 12; erysipelas 1; tetanus, 1; cancer, 47; epidemic 
meningitis, 5; apoplexy, 62; bronchitis, 26; Bright’s disease, 
105. The health department also reported thirty-one fatal 
accidents, fourteen suicides and eleven murders. 


MICHIGAN 


Personal.—Dr. Edward A. Runyan, health officer of Harbor 
Springs, has resigned, and has been succeeded by Dr. Levi 
W. Gardner.——Dr. Joshua G. R. Manwaring, Flint, who has 
been critically ill at Fort Oglethorpe with pneumonia, is 
reported to be improving ——Dr. Garner M. Byington, Char- 
lotte, has been appointed a member of the state board of 
health and placed in charge of the newly created depart- 
ment of communicable diseases. Dr. Henry M. Warren, 
Jonesville, has retired after more than fifty years of practice. 





MINNESOTA 


Postponement of Meeting—Owing to the epidemic of 
influenza and the great number of physicians at present in 
military service, the executive council of the Southern Min- 
nesota Medical Society announces that the society will not 
be convened in annual session on November 25 and 26. 


Personal.—Dr. Patrick G. McGill, health commissioner of 
Superior, Wis., who has been working unremittingly since 
the first relief train from the fire-devastated region of 
Northern Minnesota arrived in Superior, and also in the 
influenza epidemic, is under treatment in a local hospital. 
Dr. Charles H. Mason has been appointed health commis- 
sioner during the illness of Dr. McGill. Dr. Hibbert W. 
Hill, secretary of the St. Paul Public Health Association, 
has been appointed by the northern division of the American 
Red Cross to take charge of all relief work for fire and 
influenza patients. Dr. Arthur E. Nichols, St. Paul, has 
been appointed director of school hygiene-——Dr. Herman 
W. Foehlich, Thief River Falls, has been appointed epidemi- 
ologist for Pennington and the surrounding counties. Dr. 
Adolph E. Voges, White Bear Lake, has been elected physi- 
cian of Ramsey County, to succeed Dr. Ernest W. Cowern, 
North St. Paul, who has entered the military service. 











NEBRASKA 


Hospital Corner Stone Laid.—The corner stone of the New 
Lutheran Hospital, Falls City, was laid recently. The build- 
ing is to cost between $80,000 and $90,000. 


Personal.—Dr. J. P. Connolly, Omaha, is making plans to 
proceed to Shanghai this month to take the position of clerk 
of the United State District Court of China.——Dr. Charies 
W. M. Poynter, Omaha, acting chief of the Nebraska Uni- 
versity, has been appointed State Ked Cross representative 
to act in conjunction with the state board of health during 
the influenza epidemic. Dr. Irvin C. Munger, Lincoln, has 
been appointed physician to the State Penitentiary, to suc- 
ceed Dr. George E. Williams, Havelock, who has entered 
the military service. 





NEW MEXICO 


Personal.—Dr. Eugene M. Fisher, Roswell, who has been 
seriously ill with influenza is improved. Dr. Perry M. 
Baker, Artesia, has established headquarters at the Carrizozo 
at the Dr. Lucas Hospital. Dr. James M. Doughty has 
purchased the interests of his partner in the Tucumcari 
Hospital. 


State Society Meeting Postponed—The secretary of the 
New Mexico Medica' Society announced that the annual 
niceting of the society has been indefinitely postponed after 
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a careful investigation of the situation and after consultation 
with the Bernalillo County Medical Society which was to 
have been the host on that occasion. The large number of 
the members of the society in service and the few who could 
attend the meeting determined this action of the council. 


NEW YORK 


Staff of Bureau of Venereal Diseases.—Permanent appoint- 
ments to the staff of the Bureau of Venereal Diseases of the 
New York State Department of Health have recently been 
made as follows: Drs. Joseph S. Lawrence, Albany, chief; 
Edward H. Marsh, Brooklyn, consultant; Walter S. Goodale, 
Buffalo, hospital and dispensary inspector and organizer; 
Frederick S. Honsinger, Syracuse, lecturer on social dis- 
eases, and Maud Casey, supervising nurse and social worker. 

Influenza.—The total number of influenza cases in New 
York state from October 2, when the first signs of an epi- 
demic became manifest, to November 1 was approximately 
114,486. Since the epidemic started the state has had super 
vision over 126 nurses and thirty-eight physicians engaged 
in fighting the disease throughout the state. The services 
of ninety-four of the nurses and four of the physicians were 
obtained under the special appropriation of $50,000 or 
available by Governor Whitman for emergency medical and 
nursing service. One hundred and four communities in the 
state have been furnished nursing assistance. Of this num 
ber only fifty-five are today considered as under actual epi 
demic conditions. Thirty-four have been freed to the extent 
that they are now able to cope with the situation without 
further state aid. 

New York City 


License Revoked.—At its July meeting it is reported that 
the North Carolina State Board of Medical Examiners 
revoked the license of Dr. J. W. Summers, Charlotte, on the 
grounds of his having been sentenced to a term in prison 
for manslaughter in malpractice in performing an illegal 
operation. 

Harvey Society Lecture.—The second lecture of the Harvey 
Society series will be delivered by Dr. Alonzo E. Taylor, 
Philadelphia, of the United States Food Administration of 
the War Trade Board, on “The World Food Situation,” at 
the New York Academy of Medicine, November 20, at 
8:30 p. m. 


Hospital Notes.—An Emergency Hospital was established 
in Asheville for the care of influenza patients at the high 
school, October 19. There were 150 new cases of the disease, 
October 18. The staff of the institution is composed of 
Drs. Carl V. Reynolds, S. Westray Battle, Arthur W. Callo 
way, Lewis W. Elias, William C. Brownson, Charles H 
Cocke, Arthur L. Denchfield, and Philip R. Terry. 


More Buildings Taken for Government Hospitals.—!1 
accordance with the plan of the Hospital Division of the 
Medical Corps of the U. S. Army which calls for the secur- 
ing of at least 5,000 new beds each month, in addition to 
taking North Brother Island, the government has taken the 
nine buildings which are in Exposition Park, Rochester, 
N. Y., and the Westchester Almshouse, which after altera- 
tions will accommodate 2,000 patients. The alterations nec 
essary to equip these newly acquired buildings for hospital 
purposes will cost approximately $175,000, and will he effected 

by Jan. 1, 1919. 


After-Care of Influenza and Pneumonia Patients.—Thx 
health department began to make physical examinations to 
detect any ill after-effects among influenza patients at the 
different relief stations where physicians of the department 
are on duty, November 11. As an emergency measure food 
will be provided for the very needy. The health department 
in its effort to provide homes for children bereft of their 
parents during the epidemic, declares that from a cursory 
examination of death certificates 2,000 young children have 
been left orphans. The health department is particularly 
desirous of placing these children in good homes. 


Polyclinic Hospital Offered to Columbia University.—At 
the mecting of the trustees of Columbia University, Novem 
ber 4, it was announced that the New York Polyclinic Hos 
pital, by unanimous vote, had offered to transfer the prop 
erty of that institution to Columbia University, with the pro 
vision that it be maintained and perpetuated for the publi: 
service and for advanced research in medicine and surgery 
In response to this offer the trustees of Columbia Univer 
sity adopted resolutions, receiving with grateful apprecia 
tion the proposal by the trustees of the Polyclinic Hospita! 
and appointing a subcommittee to arrange the detailed terms 
and conditions of accepting the proposed gift. The ur 
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versity will not be able to use the hospital for some time 
to come as it is now in possession of the government and 
is conducted as a military hospital. 


OHIO 


Personal.—Dr. Herbert M. Platter, Columbus, has been 
elected secretary-treasurer of the Ohio State Medical Asso- 
ciation, to fill the unexpired term of Dr. Clarence D. Selby, 
Toledo, resigned.——Dr. Charles Lukens, Toledo, has been 
elected councilor of the fourth district, to succeed Dr. Edwin 
\. Murbach, Archbold, who has resigned to enter the military 
service. ——Dr. Henry W. Cook, Hicksville, is seriously ill 
at his home as the result of a cerebral hemorrhage -——Dr. 
Guy H. Williams, for fifteen years assistant superintendent 
of the Columbus State Hospital, has been appointed superin- 
tendent of the Cleveland General Hospital, to succeed Dr. 
G. A. Hyde, who has been made superintendent of the Mas- 
sillon State Hospital, to succed Dr. Henry C. Eyman, who 
has resigned. 

Care of Discharged Soldiers.—The construction of insti- 
tutions for the care of discharged soldiers is a legitimate 
war measure and the need in Ohio is great. The state 
department of health has been notified of 865 discharges of 
Ohio soldiers on account of tuberculosis. Despite careful 
follow-up work, it has been found impossible to place more 
than thirty-one of these men in hospitals, where they would 
be given the care which they should have and which would 
protect their families and associates against possible infec- 
tion. The department estimates that 400 of these men would 
be glad to enter sanatoriums, if facilities permitted this, and 
that many more men rejected by draft boards would also 
undergo treatment. To meet both this and the regular pre- 
war demand Ohio has 1,570 hospital beds available to the 
public, and last year these beds were 90 per cent. occupied at 
all times, making it necessary for applicants to remain on 
waiting lists for long periods before gaining admission to 
hospitals. Enlargement and extension of existing hospitals 
in the state and establishment of new district sanatoriums 
are being urged by the department. 


OREGON 


Voluntary Commitment Law Asked.—Dr. R. E. Lee Steiner, 
superintendent of the State Hospital for the Insane, Salem, 
in his biennial report, recommends that on account of the 
number of nonresident insane persons brought into the state 
a voluntary commitment law should be enacted, which would 
enable patients to obtain treatment without having to go to 
court or to jail. 

Personal—Dr. George F. Koehler, Portland, has been 
appointed surgeon in chief of the National Guard of Oregon, 
with the rank of major, to succeed Dr. William M. Campbell, 
who has resigned to enter the United States Service-—— 
Dr. Luther E. McDougal, Eugene, who has been ill with 
influenza, is reported to be convalescent——Dr. Thomas W. 
Ross, Portland, has been commissioned acting assistant sur- 
geon of the United States Public Health Service, with station 
at Camp Sherman, Chillicothe, Ohio——Dr. Walter H. Lott, 
Westport, is reported to be seriously ill——Dr. Margaret E. 
Pomeroy, Salem, is reported to be seriously ill in Portland 
with pneumonia following influenza.——Dr. Bertram R. Shoe- 
maker has been appointed physician to the State Soldiers’ 
Home, Roseburg, to succeed Dr. Earle B. Stewart, who has 
resigned to enter the military service——Dr. Alvane C. 
Seely, Roseburg, has been appointed assistant surgeon of the 
United States Public Health Service and acting state health 
officer, with headquarters at Portland——Dr. James H. Rob- 
nett, has been elected health officer of the public schools of 
Albany. Dr. Harvey J. Clements has been appointed sur- 
geon to the S. A. T. C. at Willamette University, Salem. 





PENNSYLVANIA 


Will Establish Science Hall.—The will of the late Dr. John 
C. McClenathan, Connellsville, shows the value of the estate 
to be approximately $160,000, of which the bulk is given to 
his widow, and at her death to be diverted to the trustees 
of Washington and Jefferson Colleges to erect a building to 
be known as the McClenathan Hall of Science. 


Philadelphia 
The Alvarenga Prize.—The College of Physicians of Phila- 
delphia announces that the next award of the Alvarenga 
Prize, being the income for one year of the bequest of the 
late Sefor Alvarenga, and amounting to about $250, will be 
made on July 14, 1919, provided that an essay deemed by the 
committee of award to be worthy of the prize shall have been 
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offered. Essays intended for competition may be on any 
subject in medicine, but cannot have been published. They 
must be typewritten, and if written in a language other than 
English should be accompanied by an English translation, 
and must be received by the secretary of the college on or 
before May 1, 1919. Each essay must be sent without sig- 
nature, but must be plainly marked with a motto and be 
accompanied by a sealed envelope having on its outside the 
motto of the paper and within the name and address of the 
author. It is a condition of competition that the successful 
essay or a copy of it shall remain in possession of the college: 
other essays will be returned on application within three 
months after the award. No Alvarenga Prize for 1918 was 
awarded. 


CANADA 


Hospital News.—Old St. Andrews College, Toronto, which 
was taken over by the federal government for hospital pur- 
poses, is now receiving patients. 


eee Charles McMane, North Vancouver, 
B. C., becomes A.D.M.S. at Quebec in place of Major George 
A. Winters, Toronto, who has jointed the Siberian Force: 
Capt. Adam F. Menzies has been appointed cholera expert for 
the Siberian Force; Capt. Percy H. Desnoes, New York City, 
becomes chief surgeon at the Fredericton Military Hospital, 
New Brunswick. . 

Influenza Decreasing—Dr. Charles J. C. O. Hasting, 
M. O. H., Toronto, says the epidemic of influenza there is 
rapidly declining. On the middle of the past week the total 
number of deaths from all causes registered thirty-eight, 
while during the height of the epidemic they totalled as many 
as 150. Statistics are now being prepared of the deaths in 
all the hospitals in Toronto, 0 that the toll of influenza and 
the pneumonias may be computed. 


Personal.—Dr. John R. Irwin, Cobourg, Ont., who has been 
overseas for the past three years with the C. A. M. C., has 
returned to Cobourg. He was decorated for devotion to 
duty in going to the help of some entombed men at great 
personal danger.——Dr. John M. Rogers, Ingersoll, Ont., who 
two years ago was nominated to contest South Oxford in the 
Liberal interest for the Ontario Legislature, has resigned —— 
Major W. Harley Smith, Toronto, is now with the Fourteenth 
General Hospital, B. E. F., France, being in charge of wards 
for officers, and having both surgical and medical cases. This 
hospital is established in a big hotel and in huts on the coast. 


FOREIGN 


Honorary Memberships for Americans in Leading French 
Medical Society——The Société Médicale des Hopitaux de 
Paris elected at a recent meeting, as corresponding members 
honoris causa, Dr. Alexander Lambert, the president-elect 
of the American Medical Association, director of the medical 
service of the American Red Cross in France; Col. James T. 
Case, editor of the American Journal of Radiology and chief 
of the radiologic service of the American Army in France; 
Prof. William S. Thayer of Johns Hopkins, consultant to the 
American Expeditionary Force; Prof. Morton Prince of Tufts 
College, New York; Dr. Simon Flexner, director of the 
Rockefeller Institute for Medical Research, and Prof. Beverley 
Robinson of the University and Bellevue Hospital in New 
York, a former intern of the Paris hospitals. At the same 
time, five British phys‘cians were also elected, including Sir 
Almroth Wright, Sir Bertrand Dawson, Sir Thomas Barlow, 
Sir Dyce Duckworth and Sir William Leishman. The motion 
to elect these eleven honorary members was presented by 
Netter, the president of the society, Chauffard, Béclére and 
Major Rist. The latter had not long returned from a visit 
to America. 


New International Ear, Nose and Throat Journal.—During 
the last two years there has been published at Stockholm 
the Nordiskt Tidskrift fér Otiatri, Rhinologi och Larynologi. 
The editorial staff consists of Professors Schmiegelow of 
Copenhagen, Uchermann of Christiana, Af Forselles of Hel- 
singfors, and Barany of Upsala, with Prof. G. Holmgren of 
Stockholm as the editor in chief. The articles were in the 
various Scandinavian languages but were followed by a 
résumé in one of the “congress languages.” The Neder- 
landsch Tijdschrift now announces that it has been decided 
to transform it into an international journal, to be called the 
Acta Oto-Laryngologica, to publish articles in the writer's 
own language, ‘including French, German and English. A 
number of other specialists in the five neutral countries have 
been added to the editorial staff, including Professors Burger 
of Amsterdam, Kan of Leyden, Benjamins and De Kleijn of 
Utrecht, and Schutter of Groingen. It is hoped to obtain a 
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world-wide circulation for this new international journal. It 
is to appear at irregular intervals as material accumulates, 
cach part to consist of 500 or 600 pages, and the subscription 
per part is to be 20 Swedish crowns, about $5. Address 
Prof. H. Burger, Keizersgracht 317, Amsterdam. Our Neder- 
lands exchange adds that this new undertaking is not only 
of scientific moment, but is a step on the road to an actual 
League of Nations. It urges physicians in the Nederlands, 
interested in these specialties and their borderlands, to seize 
the opportunity to present a favorable impression of their 
country’s scientific achievements. 


Winkler’s Jubilee. — Professor Winkler of Utrecht completes 
twenty-five years of professional work this year, and Pro- 
fessor Pekelharing sketches in a recent issue of the Neder- 
landsch Tijdschrift Winkler’s contributions to science, espe- 
cially his work on the brain. To his initiative was due 
the foundation of the Central Institute for Research on 
the Brain, established in connection with the Institute for 
Anatomy at Amsterdam by the Brain Commission. It has 
heen in operation several years, in charge of Dr. A. Kappers. 
Winkler is a leading member of the Brain Commission, 
organized by the International Association of Academies. 
The publication of an atlas showing the finest details of the 
microscopic anatomy of the brain and spinal cord was planned 
by the commission, but the work has been interrupted by 
the war. Only two of the members of the commission have 
done their part of the work; these are Winkler and Monakow 
of Zurich. Winkler’s research on the brain has brought to 
his laboratory such men as Monakow, Golgi, Van Gehuchten, 
Edinger and Sherrington, among others, to discuss his 
views and study his microscopic specimens. Winkler’s 
“Manual of Neurology,” published simultaneously in Dutch 
and French, testifies to his indefatigable efforts to benetit 
the sick by delving into anatomy and physiology. Winkler is 
now 63. Until 1914 he was connected with the University 
of Amsterdam, but then accepted a call to Utrecht, attracted 
by the new model psychiatric clinic. He has never founded a 
“school,” as conditions in the Netherlands do not foster the 
gathering of a school of student workers around a professor, 
but he has always been popular as a teaching professor. 


BUENOS AIRES LETTER 
Buenos Arres, October 7, 1918. 
Pan-American University Interchanges 


The faculties of the medical department of the universities 
of Buenos Aires and Montevideo have recently concluded an 
agreement by which they are to interchange professors 
monthly from May to October. The interchange professors 
are to lecture on the special subjects in the branch of medi- 
cine which their chairs represent. In conformity to this 
agreement, the Buenos Aires professors, Drs. G. A. Alfaro 
and A. Gutierrez have been lecturing in Montevideo. From 
Montevideo has come to Buenos Aires Prof. A. Turenne. 

The professor of clinical neurology at Rio de Janeiro, Dr 
A. Austregesilo, has been spending some time in this city, 
visiting all its medical institutions in detail. 

Several Argentine professors have been invited to the 
Féghth Brazilian Medical Congress which is soon to be held 
at Rio de Janeiro, and several have already left for Rio, 
including Drs. G. A., Alfaro, J. Spangenberg, J. Guglielmett: 
and others. 

The professor of physiology at Rio de Janeiro, Dr. A. 
Osorio de Almeyda, has been visiting in Buenos Aires, and 
has been conferring with research workers here. 


Reforms in University Administration 


The acting interim dean, Dr. Canton, having served out 
the term, the consejo directivo of the university held a meet- 
ing and nominated Dr. A. Gandolfo to the position of dean. 
Dr. Canton wished to retain the dean-ship, but the consejo 
did not heed his appeal. 

The national government has finally approved of the plan 
for reform of the statutes of the universities. The plan 
contains a number of changes sanctioned by the university 
centers, but some of the innovations are open to serious 
discussion. 

The members of the consejo directivo for the various facul- 
ties in the university are to be nominated in a special 
assembly. This will designate also the delegates to the 
superior consejo universitario whose term of office is to be 
two years. The dean is to be elected in the same manner, 
and he is to hold office for three years, and can be reelected 
after being out of office for one term. The members of the 
consejo are to serve for three years. 
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The change which is the greatest innovation and the most 
open to discussion is the constitution of this assembly. It 
is to comprise the titular professors, with an equal number 
of associate professors (suplentes) and an equal number of 
the students of the last three years. 

The right is granted for associate professors, graduates 
and other persons with proper credentials to give open 
courses of lectures which the faculty will consider valid. 
Attendance at classes is not compulsory. 

The retirement of professors reaching the age limit—la 
jubilacion—is also to be enforced for those who have reached 
this age. 

The appointment is also provided for of interventores in 
the different departments of the universities for the purpose 
of presiding at the new elections. Prof. J. Arce has been 
appointed interventor in the Facultad de Medicina. 


Delegates to Conference on Hygiene, Microbiology 
and Pathology 


The national government has appointed as its representa- 
tives in this conference which is to convene at Rio de 
Janeiro, October 15, Drs. A. Bachmann, Cases Irigoven, 
E. Pagniez, A. Vidal and S. Mazza. It has been a matter for 
general surprise that the better elements have thus been 
excluded from these appointments, those which had been 
making preparations for this gathering, especially the mem- 
bers of the Instituto Bacteriologico of the Deparatmento 
Nacional de Higiene, especially as it is this institution that 
gave the initiative for these South American conferences 
The members of this institution have prepared thirty-two 
articles and several addresses. 


Habitual Constipation 
The Sociedad Medica Argentina has been holding a series 
of meetings devoted to discussion of this subject from both 
the medical and surgical standpoints. 


New Professor of Clinical Medicine 


Dr. M. R. Castex has been appointed to the chair of clinical 
medicine to succeed the late Prof. A. Ayerza. 


Prevention of Serum Sickness by Beef Serum 

The experience of Drs. Fernandez and Zubizarreta at the 
Children’s Hospital has brought them to different conclusions 
from those recently announced by Dr. Penna at the Academia 
de Medicina. They observed twenty instances of serum 
sickness among sixty-seven patients injected, and hence they 
are unable to confirm that beef serum is able to ward off 
serum by-effects. 


MEXICO LETTER 
: Mexico Crry, October 30, 1918 
The Leading National Medical Organization 

The Academia Nacional de Medicina on October 1 entered 
on its fifty-fifth year of work. The dean of the University 
of Mexico, Sr. N. Macias, presided at the meeting. The 
officers that have been elected for the year 1918-1919 are: 
president, Dr. R. Cicero; vice president, Dr. E. F. Montafio: 
first secretary, Dr. D. Lopez, and second secretary, Dr. M. R 
Soberon. The treasurer and editor of the Gaceta Medica 
de Mexico, the official organ of the Association, is Dr. E 
Landa. [The Gaceta is now in the eleventh volume of the 
third series, and recently the issues have been condensed into 
two large numbers during the year. It is indexed and 
reviewed regularly in the Current Foreign Literature 
Department of THe JourNat.] 


Influenza in Mexico 


Influenza has spread with extraordinary rapidity through- 
out the City of Mexico. The disease has already caused 
numerous deaths. In some cases it takes the form of an 
extremely acute bronchopneumonia lasting two or three 
days. In other cases there is merely the simple catarrhal 
form, but with temperature up to 106 and 107. Copious 
epistaxis is a common accompaniment. Congress appro- 
priated the sum of $200,000 for the Departamento de Salu- 
bridad to defray the first expenses connected with the cam- 
paign against this universal epidemic disease. 


Campaign Against Venereal Diseases 
The Sociedad Mexicana Sanitaria y Moral de Profilaxis 
de las Enfermedades Venereas has just organized and opened 
a free advisory clinic for applicants with gonorrhea or 
syphilis. Certain members of the society and other persons 


Ae 8 2 Fee enn ~ 


cm et 








1676 


in the capital contributed funds for installing this consultorio. 
It is open daily, with physicians belonging to the society 
in charge. 
PARIS LETTER 
Paris, Oct. 17, 1918. 
The Influenza Epidemic 


The prevailing epidemic of grip continues to be the sub- 
ject for discussion in medical gatherings. The Société 
médicale des hopitaux de Paris devoted its last meeting to 
the discussion. It seemed to be the general opinion that 
the present epidemic, to date, is less severe than that of 
1889, the number of cases in this epidemic totaling only about 
one third the number of cases occurring during the similar 
period in 1889. Taking it as a whole, the present epidemic 
from the bacteriologic and clinical point of view, is similar 
to the 1889 epidemic. There is, however, one great differ- 
ence, and that is the age of those affected. In the 1889 
epidemic older persons were affected mostly, while in the 
present epidemic nearly all the victims are young persons. 
This statement was made by Dr. Louis Rénon and it is 
supported by the observations of his colleagues. Dr. Souques, 
physician of the hospices de la Salpétriére and de Bicetre, 
stated that he had not seen a single case of grip among 
the inmates of these institutions, numbering more than 
3,000 aged persons, while among the personnel of the hos- 
pitals, all young persons, dozens of cases occurred. It can 
be said that in the present epidemic only persons between 
15 and 40 years of age are affected. 

It was the unanimous opinion that malignant grip is grave 
by reason of the pulmonary and pleural complications. It 
is mainly the pneumococcus that is concerned in the patho- 
genesis of these lesions; the streptococcus is encountered 
less often. Serotherapy seems to be indicated in treatment. 
Drs. Rénon and Mignot have obtained excellent results from 
its use. Seven patients who developed pulmonary compli- 
cations in the course of grip were treated by antipneumo- 
coceus serum; all recovered. Dr. Netter used the serum in 
twenty cases and obtained most satisfactory results. Drs. 
Josué, Florand and Sergent emphasized the importance of 
phenomena from suprarenal insufficiency in the course of grip, 
and advised the use of epinephrin in such cases. 

The Conseil d’hygiéne du département de la Seine likewise 
devoted its last session to the discussion of influenza. The 
permanent committee on epidemics was charged to draft sug- 
gestions which would prove useful to the people in aiding 
to avoid the disease. 

Bacteriology of Influenza 

At the last meeting of the Académie des Sciences, Dr. 
Roux, director of the Institut Pasteur, reported the results 
of experimental research on the pathogenesis of grip. This 
work was done on monkeys at first, then on the human, by 
Drs. Nicolle and Lebailly of the Institut Pasteur of Tunis. 
Their observations showed that the infection is carried dur- 
ing the active stage of the disease by the nasal and bron- 
chial mucus of grip patients. The monkey can be inoculated 
with the virus applied to the nasal mucous membrane or 
injected under the conjunctiva. The symptoms of grip are 
manifested in about six days. A man developed the same 
symptoms in about the same time when inoculated subcu- 
taneously with bronchial mucus diluted ten times with physio- 
logic saline solution. The infecting agent seems to be a 
very small micro-organism which passes through the Cham- 
berland filter and which is distinct from all other microbes 
hitherto described, and notably from the bacillus of Pfeiffer. 
The subcutaneous injection of this organism into humans 
reproduces the disease. Intravenous injection, however, does 
not convey the disease to man or monkey. 


Unrecognized Septicemias 


Drs. Gauléjac and Nathan called attention at one of the 
recent meetings of the Académie de médecine to a class of 
latent apyretic septicemias, monosymptomatic, of which the 
most perfect type is that following the crushing of spongy 
bone. As a rule these cases are apyretic, not painful, and no 
matter how severe or extensive the contusion of the bone 
may be, they go unrecognized unless a most careful and 
thorough search is made. Pain, discomfort and loss of 
function appear about the tenth day, when the lesion of the 
spongy diaphyseal bone extends to the compact bone and to 
the joint. During this stage of the affection only one sign 
or symptom makes its appearance—a relative tachycardia. 
With an even temperature of 37.5 C., the pulse rate is 90, 
100, 110. No other sign or symptom is present. It is always 
a case of septicemia, because in almost every instance blood 
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culture reveals the enterococeus, more rarely the pneumo- 
bacillus of Friedlaender and they most certainly come from 
the bone focus because cultures made from excised bone 
nearly always yield one or the other of these organisms. The 
septicemia arises only in the bone, and when the contused 
bone is completely excised, the local lesion is repaired rapidly, 
and further septicemia does not occur, or is insignificant in 
degree. If the excision is incomplete, chronic osteo-arthritis 
develops, with a tendency to ankylosis, and a prolonged 
state of septicemia. The patient becomes pale, loses appetite 
and weight, becomes cachectic, and sometimes, months after 
the traumatism, a positive blood culture is obtained. These 
sequelae occur often. 

This latent and monosymptomatic septicemia is essentially 
characteristic of lesions limited to the spongy bone, but 
when the soft parts are involved, there occur as a rule a 
febrile reaction and pain which overshadow the symptom 
from the bone lesion. All sorts of febrile septicemias with 
enormous oscillations may be observed, and even in the 
purely bone cases one may find associated with the entero- 
coccus and the pneumobacillus the proteus, mesentericus, 
tetragenus, pyocyaneus, staphylococcus, and even gas bacilli. 

The diagnostic value of the symptomatology of this form 
of septicemia is thus emphasized, and the pulse and blood 
culture permit control of any surgical intervention that may 
be undertaken and its being made thorough in time. 


MADRID LETTER 


Maprip, Oct. 1, 1918. 
Persecution of Loyal Physician 


Dr. Gomez Casas, physician of the Almeira prison, reported 
to his superiors the presence of influenza among the inmates 
of the prison early in the first epidemic. The governor of 
Almeira was not pleased at having his province invaded by 
the disease, and he summoned Dr. Casas and ordered him 
to sign a written report to the effect that he had been mis- 
taken in his diagnosis, and retract his statements as to the 
existence of influenza in the prison. Dr. Casas refused to 
do this and he was fined. The amount of the fine was not 
much, but it was important because it signified arbitrary 
officialdom and lack of appreciation of the conscience and 
moral courage of a man devoted to science. The medical 
corps in the province of Almeira on this occasion set an 
example of loyalty. The Colegio Medico publicly announced 
that it would stand by Dr. Casas and subscribe the amount 
to pay the fine which a governor ignorant of his duties had 
imposed on him. At the same time an official protest was 
filed with the central public health authorities, the Consejo 
de Sanidad. 


Payment of Health Officers by the State 


The case of Dr. Casas is a sample of the restrictions 
imposed by the local authorities on the activity of physi- 
cians, but unfortunately for the latter their sufferings in 
very many cases and their complaints have motives more 
prosaic and at the same time more vitally important for their 
own existence. The immense majority of the population of 
Spain scattered through rural districts and hamlets get their 
only medical care from the so-called medicos titulares, physi- 
cians paid by the local authorities. As many of these hamlets 
are small and poor, the sums which they can afford to pay 
for the medical care of their poor neighbors (and nearly 
all are poor in these localities) is inadequate to support a 
physician. One single physician may have to visit two, three, 
four, up to eight or ten of these villages, many miles apart, 
and by ways accessible only on horseback as there are no 
practicable roads, in mountain zones where fogs and snow 
are almost constant. Sometimes on account of the actual 
poverty of the villages and hamlets, and at other times on 
account of political organizations to which the physician does 
not belong or is opposed, the local authorities exhaust the 
money at their command without paying the physician’s salary, 
and years may pass without his receiving his money, as he 
is put off with promises which are fulfilled tardily, inade- 
quately or never, as the case may be. 

Similar conditions used to prevail in respect to school- 
teachers, until one minister of public instruction, intelligent 
and impressed by the realities of the life of the nation, the 
Count de Romanones, ordered that the teachers in public 
schools should be paid by the government. Since then other 


ministers of public instruction have carried out further 
reforms in this line so that today the schoolteachers have 
a brilliant present and a splendid future before them. A 
group of physicians who have attained enviable renown and 
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positions as statesmen have organized a movement for the 
payment of the medicos titulares by the government in the 
same way as the schoolteachers. This leading group of 
physicians in the senate is headed by Dr. Cortezo, a former 
minister of public instruction and member of the cabinet, the 
Consejo de Estado, Dr. Pulido, vice president of the senate, 
Dr. Gimeno, formerly minister of the navy and Dr. F. 
Rodriguez, also at one time minister of public instruction. 
Paid by the state, the medicos titulares would then be inde- 
pendent of petty local politics, and they could act with 
greater force and directness in matters affecting the public 
health, in which now they have little if any influence, directly 
to the detriment of all interested, local politicians being 
usually ignorant of the principles of sanitary science. 

The great difficulty which the medicos titulares encounter 
in their aspirations is the general agitation for rebellion 
against too much centralization of power. Politics recently, 
after a period of centripetal tendency, during which all 
attributes and all authority were diverted to the central head, 
has lately become centrifugal, seeking to spread authority 
around among the provinces and the municipalities. As far 
as public health matters have been concerned and the support 
of those entrusted with carrying out provisions for the public 
health, only the centrifugal principle has prevailed, and this 
has demonstrated its ve. athck In spite of the modern ten- 
dencies for decentralization and distribution of authority, in 
matters of public health there can be no question that a 
unified and graduated system with payment of the officials 
by the state is the only efficient principle. 


LONDON LETTER 
Lonpon, Oct. 15, 1918. 


German Savagery to Prisoners 

The report of Mr. Justice Younger’s committee on the 
treatment by the Germans of prisoners of war taken during 
the spring offensives of 1918 has been issued. As in all 
previous reports, the tale is one of monotonous barbarity 
enlightened at only rare intervals by the conduct of a Ger- 
man officer who can be described as human. The statements 
were collected of upward of seventy British prisoners who 
succeeded in escaping. Each man took his life in his hand; 
but as one of them, Corporal A. J. Coney, said, “All the men 
in our compound felt that they might as well risk being 
killed getting back to British lines as remain in 
lines to be killed by our shells or starved by Germans.” The 
treatment of the prisoners is indicated by the statement of 
a German officer, March 22, at Marchiennes: “We will break 
your brave English hearts tomorrow.” After capture the men 
were in nearly every instance left without food for periods 
varying from twenty-four to forty-eight hours, during which 
they were kept constantly on the march. Wounded prisoners 
got no dressing or attention and were forced to march with 
the others. Even the French peasants who tried to give the 
prisoners food were prevented, and when they reached water 
the men were not allowed to fall out to drink it. There was 
in utter disregard by the German command for its obliga- 
tions whether entered into before or during the war. Prison- 
ers were employed under pain of death on operations directly 
concerned with the German offensive. They were billeted 
in buildings, such as churches, without a roof, and with 
nothing to lie on or only verminous straw. The following is 
a typical day: Reveille at 3 a. m. a drink of coffee but no 
food. Marched to work, which would start about 8 a. m. 
Rest from 12 to 1; then work to 5 p. m. Nothing to eat 
until 7 p. m., when soup made of a kind of fried fish and 
lentils and a loaf to three men were given. The prisoners, 
f course, became very weak and exhausted. During the 
spell between 12 and 1 they collected nettles, which they 
bropght to the camp at night to eat. The result was that 
most of them became ill with bad feet and dysentery, but 
they were still made to work. The camp was in a very 
insanitary condition, and there were no beds or blankets or 
straw. The prisoners of the Army Medical Corps volun- 
teered to take over the sanitary arrangements of the camp, 
ut this was refused. Of the hospital at Valenciennes an 
‘scaped prisoner gives a gruesome account. The food was 
bad, the sanitary arrangements appalling. Eggs were some- 
times issued to the men who had lost limbs, but the German 
rderlies stole them and in some cases even the clothing of 
‘he prisoners, who had to lie in bed with nothing on except 
he bed covering made of papier maché. One man, Private 
Ellis, lay in bed with a bullet wound in his lung for some 
days unattended. As he was in great pain he was crying, 
and was taken to a German doctor, who hit him a punch 
n the jaw. He came back crying and died next morning. 
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Boycott of German Scientists 


The interallied conference on the future of international 
organization in science has met in London and unanimously 
adopted a statement which is intended to serve as a pre- 
amble to a number of resolutions, dealing with the with- 
drawal of the Allied nations from existing international 
associations and the formation of new ones to take their 
place. The confirmation of the academies represented at 
the conference is required before the text of the resolutions 
can be made public: “When more than four years ago the 
outbreak of war divided Europe into hostile camps, men of 
science were still able to hope that the conclusion of peace 
would join at once the broken threads, and that the present 
enemies might then once more be able to meet in friendly 
conference, uniting their efforts to advance the interests of 
science, for ever since the revival of learning in the middle 
ages, the prosecution of knowledge has formed a bond strong 
enough to resist the strain of national antagonism. And this 
bond was strengthened during the latter part of last century, 
when branches of science developed requiring for their study 
the cooperation of all the civilized nations of the world 
International associations and conferences rapidly multiplied, 
and the friendly intercourse between the eartiad representa 
tives of different countries grew more intimate, in spite of 
their political differences. In former times, war frequently 
interrupted the cooperation of individuals without destroying 
the mutual esteem based on the recognition of intellectual 
achievements ; peace then soon effaced the scars of a strife 
that was ended. If today the representatives of the scientific 
academies of the Allied nations are forced to declare that 
they will not be able to resume personal relations in scien 
tific matters with their enemies until the Central Powers can 
be readmitted into the concert of civilized nations, they do 
so with a full sense of responsibility; and they feel bound to 
record the reasons which have led them to this decision 
Civilization has imposed restrictions on the conduct of 
nations which are intended to serve the interests of humanity 
and to maintain a high standard of honor. Such are the 
recognition of the sanctity of treaties —especially those 
designed to apply to a state of war—and the avoidance of 
unnecessary cruelties inflicted on civilians. In both these 
res s the Central Powers have broken the ordinances of 
civilization, disregarding all conventions and unbridling the 
worst passions which the ferocity of war engenders. War is 
necessarily full of cruelties ; individual acts of barbarity can 
not be avoided and have to be borne. It is not of these 
we speak, but of the organized horrors encouraged and initi 
ated from above with the sole object of terrorizing unoffending 
communities. The wanton destruction of property, the mur 
ders and outrages on land and sea, the sinking of hospital 
ships, the insults and tortures inflicted on prisoners of war, 
have left a stain on the history of the guilty nations which 
cannot be removed by mere compensation of the materia! 
damage inflicted. In order to restore the confidence, without 
which no scientific intercourse can be fruitful, the Centra! 
Powers must renounce the political methods which have 
led to the atrocities that have shocked the civilized world.” 


The Influenza Epidemic 


The influenza epidemic, which apparently had passed off, 
has undergone recrudescence in as widespread a form as 
before. The public health committee of the London County 
Council reports that the influenza epidemic between June 15 
and August 3 caused from 1,600 to 1,700 deaths in London 
The clinical features leave no doubt that the disease wa 
identical with the epidemic influenza of 1890, but the dii 
ference in age incidence is noteworthy. In 1918, as com 
pared with earlier epidemics, the incidence is higher between 
ages 5 and 45, and lower at ages over 45. Concurrently wit!) 
influenza mortality, there was a large increase in deaths 
from bronchitis and pneumonia; and as this increase cannot 
be accounted for by any abnormal climatic conditions hy 
which these diseases are governed, it is reasonable to assum« 
that the major part of the added deaths from these causes 
are of influenzal origin. The epidemic was first reported in 
Spain. Generally speaking, it moved northward in Euro: 
and eastward in India, and this movement would be con 
sistent with a hypothesis of spread from the Mediterranean 
In previous similar epidemics the progression has been west 
werd in Europe, the country of origin usually being Russia 
The war, however, has fundamentally changed the genera! 
character of es trafic—that from east to west being 
suspended, while the north and south traffic has been greatly 
augmented. The abnormal progression of the present epi- 
demic may have been mainly determined by the changed 
lines of intercommunication. 
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Deaths 





James Edward Moore ® Minneapolis; one of the most 
notable surgeons of the Northwest; died at his home in 
Minneapolis, November 2, from pernicious anemia. He was 
born in Clarksville, Pa., March 2, 1852, pursued his medical 
studies at Bellevue Hospital Medical College, New York 
City, from which he was graduated in 1873. After three years 
of practice in Fort Wayne, Ind., six years in Emlenton, Pa., 
and three years of postgraduate study abroad, he located in 
Minneapolis in 1 He specialized in surgery since 1888. 
He had been surgeon in chief of the Northwestern Hospital, 
Minneapolis, since 1907; and connected with the University 
of Minnesota since its organization in 1888; had been pro- 
fessor of surgery in its medical department since 1904, and 
chief of that department since 1908. He was made chairman 
of the Section on Surgery, General and Abdominal, of the 
American Medical Association in 1902, and had been a mem- 
ber of the Judicial Council of the Association since 1911. 
He was president of the Western Surgical Association in 
1902, and was an honorary member of the American Ortho- 
pedic Association. He was an extensive contributor to the 
literature of his specialty, and was 
the author of Moore’s Orthopedic 
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chemistry in the Central High School; director of Franklin 
Institute; a member of the American Philosophical Society 
and of the Academy of Natural Sciences; one of the secre- 
taries of the College of Physicians of Philadelphia; died in 
Florence, Italy, October 22. 


Joseph Kaufman ® New York City; Long Island College 
Hospital, Brooklyn, 1910; aged 30; a member of the Ameri- 
can Urological Association; genito-urinary surgeon to the 
People’s Hospital, and chief of the urological clinic of St. 
Mark’s Hospital; secretary of the New York Physicians’ 
Association; died at his home, October 28. 


Joseph T. Cox, Penn Yan, N. Y.; Chicago Homeopathic 
Medical College, 1888; aged 52; at one time a member of the 
Medical Society of the State of New York; for several terms 
coroner of Yates County; and up to the time of his last 
illness health officer of Penn Yan; died at his home, October 
25, from pneumonia following influenza. ° 


William Francis Conway, Albany, N. Y.; Albany (N. Y.) 
Medical College, 1909; aged 31; a member of the Medical 
Society of the State of New York; attending ophthalmologist 
and otologist to the Infants Home, and surgeon to the Eye, 
Ear, Nose and Throat Clinic, Albany; died at his home, 
November 1, from influenza. 

John Peter Heyen, Northport, 
N. Y.; New York University, New 





Surgery, which was published in 
1898, 


James Jackson Putnam ® Boston; 
Harvard Medical School, 1870; 
aged 72; distinguished as a neurol- 
ogist; lecturer on diseases of the 
nervous system in his alma mater 
from 1872 to 1875; clinical instruc- 
tor from 1875 to 1885; instructor 
from 1885 to 1893; professor from 
1893 to 1912, and professor emeritus 
from 1912; neurologist to the 
Massachusetts General Hospital 
from 1874 to 1909, and since that 
time consulting physician to the 
same institution; consulting neurol- 
ogist to many public and private 
hospitals; author of several works, 
principal among which was the 
Memoirs of — Jackson ; 
died at his home, November 4, from 
heart disease. 


Lieut. John Gabriel Long, M. C., 
U. S. Army ® Lancaster, Pa.; 
Johns Hopkins University, Balti- 
more, 1916; aged 27; resident sur- 
geon at St. Agnes’ Hospital, Balti- 
more, until June, 1918, when he be- 
came assistant instructor in treat- 
ment of infected wounds at the 
War Demonstration Hospital of the 
Rockefeller Institute for Medical 
Research, New York City; died in 
St. Joseph’s Hospital, Lancaster, October 24, from pneumonia 
following influenza. 


Jesse Sidney Wyler ® Cincinnati; Medical College of Ohio, 
Cincinnati, 1904; aged 39; a member of the Cincinnati Acad- 
emy of Medicine and American Academy of Ophthalmology 
and Oto-Laryngology; assistant clinical professor of oph- 
thalmology in the University of Cincinnati; attending oph- 
thalmologist to the Jewish Cincinnati General Hospital; died 
at his home in Avondale, Cincinnati, October 23, from bron- 
chial pneumonia following influenza. 


James Gifford Lynds ® Ann Arbor, Mich.; University of 
Michigan, Ann Arbor, 1888; aged 55; acting professor of 
gynecology and obstetrics in his alma mater from 1897 to 
1898; and clinical professor of obstetrics and demonstrator 
of gynecology and obstetrics until 1901; director and chief 
surgeon of the Ann Arbor Sanitarium; died at his home, 
October 24, from pneumonia following influenza. 


William W. Hipolite, DeVall Bluff, Ark.; University of 
Michigan, Ann Arbor, 1857; aged 84; and once president 
of the Prairie County Medical Society; a member of the 
Arkansas Medical Society; formerly surgeon of the —— 
and Little Rock Railroad; surgeon in the Confederate Ser- 
vice during the Civil War; died at his home, October 24. 

Isaac Norris, Philadelphia; University of Pennsylvania, 
Philadelphia, 1855; aged 85; from 1856 to 1876 professor of 
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York City, 1883; aged 59; a mem- 
ber of the Medical Society of the 
State of New York; health officer 
of Northport, and Suffolk County, 
since 1900; surgeon to the Hunting- 
ton Hospital; formerly a druggist; 
died at his home, October 30. 
Marcel Joseph De Mahy, New 
Orleans; Tulane University, New 
Orleans, 1910; aged 32; a member 
of the Louisiana State Medical 
Association, and a _ specialist in 
neurology; a member of the staff 
of the Touro Infirmary; died in 
that institution, October 15, from 
pneumonia following influenza. 


Lieut. Cole Fro Smith, M. C., 
U. S. Army @ San Antonio, Texas; 
University of Texas, Galveston, 
1910; aged 34; a specialist in dis- 
eases of the skin; on duty at the 
Embarkation Hospital, Camp Stew- 
art, Newport News, Va.; died in 
that institution, October 16, from 
pneumonia following influenza. 

Charles Sudranski ® Greencastle, 
Ind.; Medical College of Indiana, 
Indianapolis, 1905; aged 38; died. 
October 27, from an incised wound 
of the throat, self-inflicted, it is 
believed, with suicidal intent, while 
despondent on account of the death 
of his wife from influenza. 

Lieut. Alexander Renold Lundgren, M. C., U. S. Army ® 
Spokane, Wash.; John A. Creighton Medical College, Omaha, 
1907; aged 34; surgeon for the Spokane International Rail- 
way, and awaiting his call to service; died at his home, 
October 24, from pneumonia following influenza. 

Walter L. O’Hagan, Pittsburgh; University of Pittsburgh, 
1907 ; aged 36; at one time a member of the Medical Society 
of the State of Pennsylvania; for some time a school physi- 
cian of Pittsburgh; died in Mercy Hospital, Pittsburgh, 
October 31, from pneumonia following influenza. , 

John Charles Brown, Battle Creek, Mich.; Fort Wayne 
(Ind.) College of Medicine, 1886; aged 65; a member of the 
Michigan State Medical Society; once president of the Cal- 
houn County Medical Society; died at his home, about Octo- 
ber 28, from pneumonia following influenza. 


Erastus E. Case, Hartford and Windsor Heights, Conn.:; 
New York Homeopathic Medical College, New York City, 
1874; aged 71; president of the Connecticut Homeopathic 
Medical Society in 1888; died at his home in Windsor 
Heights, October 27, from pneumonia. 


_Britton Emery Taylor, Brighton, Mo.; National Univer- 
sity of Arts and Sciences, St. Louis, 1912; aged 30; a mem- 
ber of the Missouri State Medical Association; died in the 
Springfield Hospital, Springfield, Mo., October 22, from bron- 
chial pneumonia following influenza. 
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Chesley Lightbourne Evans, Los Angeles, University of 
‘alifornia, San Francisco, 1912; aged 3: a member of t 
Medical Society of the State of California; house physician 
of the Good Samaritan Hospital, Los Angeles; died in that 
institution, October 25, from pneumonia. 

Thomas Justin Aller ® Philadelphia, University of Penn- 
svlvania, Philadelphia, 1910; aged 33; also a dentist; who 
had served with a medical unit in France, but returned to 
\merica in the spring of 1918; died at his home, Octobe 


29, from pneumonia. 

Lieut. Gordon Greenleaf Williford, M. C., U. S. Army ® 
Tifton, Ga.; Emory University, Atlanta, 1914; aged 33; on 
duty at Camp Joseph E. Johnston, Jacksonville, Fla.; died 
n the base hospital at that post, October 13, from pneumonia 
following influenza. 

Walter F. Payne, Prairie Creek, Ind.; State College of 
Physicians and Surgeons, Indianapolis, 1907; aged 37; a 
member of the Indiana State Medical Association; died at 
his home, October 24, from pneumonia and meningitis, fol- 
lowing influenza. 

Roy Richard Longino, Fort Stockton, Texas; Tulane Uni- 
versity, New Orleans, 1911; aged 30; a member of the State 
Medical Association of Texas; and a specialist on diseases 
of the eye, ear, nose and throat; died at his home, recently, 
from influenza. 

John F. Dunwoody, Detroit; Detroit College of Medicine 
and Surgery, 1911; aged 34; a member of the Michigan State 
Medical Society; for two years a member of the staff of St. 
Mary’s Hospital, Detroit; died at his home, October 20, from 
pneumonia. 

Nicholas Shelby Veatch ® California, Pa.; University of 
Pennsylvania, Philadelphia, 1873; aged 75; while going over 
a grade crossing at Phillipsburg, Pa., October 25, was struck 
by a train, receiving injuries from which he died, a short 
time later. 

Asst. Surg. Lawrence Lyle McLendon, Lieut. (j. g.), U. S. 
N. R. F. @ Opelika, Ala.; Emory University, Ga.; aged 25; 
intern in the Wesley Memorial Hospital, Atlanta; died in 
thes institution, October 21, from pneumonia following 
influenza. 


Lieut. Joseph Harold Boyes, M. C., U. S. Army ® Hebron, 
Neb.; Ensworth Medical College, St. Joseph, Mo., 1893; aged 
49; founder and owner of the Blue Valley Hospital, Hebron; 
died at his home, October 24, from pneumonia following 
influenza. 

Charles Byron Tefft, Utica, N. Y.; Albany (N. Y.) Med- 
ical College, 1864; aged 80; a member of the Medical Society 
of the State of New York; twice coroner of Oneida County; 
en in a hospital in Utica, October 31, from cerebral hemor- 
rhage. 

Lieut. Robert Harrison Murdock, M: C., U. S. Army ® 
Wilkes-Barre, Pa.; Hahnemann Medical College, Philadel- 
phia, 1913; aged 28; assigned to duty with the Forty-Seventh 
Infantry overseas, was recently killed in action in France. 

Walter Eu Gregory ® Dansville, N. Y.; University of 
Buffalo, N. Y., 1889; aged 61; a specialist in nervous dis- 
eases and a member of the staff of the Jackson Health Resort, 
Dansville; died at his home, October 26, from pneumonia. 

Wallace Winn Bacon, Albany, Ga.; New York University, 
New York City, 1870; aged 69; a member of the Medical 
Association of Georgia; city physician of Albany, and physi- 
cian of Dougherty County; died at his home, October 24. 

Arthur Hardy Cutter ® Lawrence and Methuen, Mass.; 
Harvard Medical School, 1901; aged 45; for several years 
chief of the surgical staff of the Lawrence General Hospital; 
died at his home in Methuen, October 4, from pneumonia. 

William Cletus Cooney, Indiana Harbor, Ind-; Chicago 
College of Medicine and Surgery, 1917; aged 23; physician 
for the Inland Steel Company of Indiana Harbor; died in 
Mercy Hospital, Gary, Ind., October 11, from pneumonia. 

Ralph Waldo Homan, Webster City, lowa; State University 
of lowa, College of Homeopathic Medicine, lowa City, 1894; 
aged 49; formerly a member of the faculty of his alma mater; 
died at his home, October 31, from cerebral embolism. 

Miles Underwood Lieser, Vancouver, Wash.; University 

of Oregon, Portland, 1908; aged 39; at one time a member 
of the Washington State Medical Association; died at his 
home, October 25, from pneumonia following influenza. 
_ Rufus Alvin Egbert, Custer City, Pa.; University of Mich- 
igan, Ann Arbor, 1875; aged ; a member of the Medical 
Society of the State of Pennsylvania; died at his home, 
November 5, from pneumonia following influenza. 


William James Churchill, Longmont, Colo; Medico- 
Chirurgical College of Philadelphia, 1905; aged 42; a mem- 
ber of the Colorado State Medical Society; died in the 
Longmont Hospital, October 25, from influenza. 


William James Backus, Stockton, Calif.; Trinity Medical 
College, Toronto, Ont., 1904; aged 28; a member of the 
Medical Society of the State of California; died at his home, 
October 27, from pneumonia following influenza 


William Glenn Miller, Morrisville, Mo.; Barnes Medical 
College, St. Louis, 1909; aged 35; a member of the Missouri 
State Medical Association; died at his home, September 29, 
from bronchial pneumonia following influenza. 


Thomas Garfield Dodds, Oakland, Calif.; University of 
California, San Francisco, 1907; aged 40; at one time a mem 
ber of the Medical Society of the State of California; died 
at his home, October 27, from influenza. 


Lieut. Claude Dean, M. C., U. S. Army @ Bogalusa, La.; 
on duty at Fort Oglethorpe, Ga.; Tulane University, New 
Orleans, 1914; aged 33; died at Fort Oglethorpe, October 20, 
from pneumonia following influenza. 


Hervey S. Keller, Frankfort, Ky.; Pulte Medical College, 
Cincinnati, 1892; aged 47; for five months connected with 
the Santa Fe Coast Line Hospital, Albuquerque, N. M.; died 
at his home in that city, October 28. 


Michael John Shiel, Indianapolis; Indiana University, 
Indianapolis, 1914; aged 32; a member of the Indiana State 
Medical Association; died in St. Francis’ Hospital, Indian- 
apolis, October 20, from pneumonia. 


Robert Grosvenor, Newport, R. 1.; College of Physicians 
and Surgeons in the City of New York, 1918; aged 26; died 
in the Waldorf-Astoria Hotel, New York City, October 28, 
from pneumonia following influenza. 


Myron E. Stephens @ Gardiner, N. Y.; Albany (N. Y.) 
Medical College, 1888; aged 63; health officer of Gardiner, 
and county physician of Ulster County; died at his home, 
about October 29, from influenza. 


Lieut. James Gordon DeVane, M. C., U. S. Army ® Adel, 
Ga.; Atlanta (Ga.) School of Medicine, 1911; aged 32; a 
member of the Medical Association of Georgia; died at his 
home, October 21, from influenza. 


Andrew Joseph Mackay, Salem, Mass.; College of Physi- 
cians and Surgeons, Baltimore, 1902; aged 39; at one time an 
official of the health department of Salem; died at his home, 
October 29, from acute gastritis. 


- James Gladney Evans, Farmerville, La.; Vanderbilt Uni- 
versity, Nashville, Tenn., 1898; for eight years coroner of 
Union parish; died at his home, about October 23, from 
pneumonia following influenza. 


Clark L. Myerly, Burr Oak, Kan.; University Medica! 
College, Kansas City, Mo., 1913; aged 32; a member of the 
Kansas Medical Society; died at his home, October 21, from 
pneumonia following influenza. 


Harry Andrews Mills, Jacksonville, Fla.; Medical College 
of Ohio, Cincinnati, 1904; aged 38; a member of the Florida 
Medical Association; died at his home, October 16, from 
pneumonia following influenza. 


Perry Ped Laughlin, Steubenville, Ohio; Toledo (Ohio) 
Medical College, 1913; aged 34; a member of the Ohio State 
Medical Association; died at his home, October 24, from 
pneumonia following influenza. 


Joseph H. Blatner, Albany, N. Y.; Albany (N. Y.) Medical 
College, 1872; a member of the Medical Society of the State 
of New York; died, October 27, from injuries received when 
run down by an automobile. 


Charles Robert Blake, Dillon, Mont.; Rush Medical Col 
lege, 1913; aged 33; a member of the Medical Association of 
Montana; died at his home, about October 30, from pneu 
monia following influenza. 


Herbert Eddes Brown, Houston, Texas; Memphis (Tenn.) 
Hospital, Medical College, 1901; aged 43; at one time a 
member of the State Medical Association of Texas; died at 
his home, October 25. 


Lieut. Dorsey Elbrooks Payne, M. C., U. S. Army # 
Cordele, Ga.; Meharry Medical College, Nashville, Tenn., 
1917; aged 25; died at his home, October 8, from pneumonia 
following influenza. 


Thomas Joseph Conners, West Haven, Conn.; University 
of Maryland, Baltimore, 1912; aged 28; died at the home of 


his parents at Shelton, Conn., October 24, from pneumonia 
following influenza. 
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Rufus K. Merriam, Fort Rock, Ore.; Starling Medical Col- 
lege, Columbus, Ohio, 1892; aged 49; died in St. Elizabeth's 
Hospital, Baker City, Ore., October 29, from pneumonia fol- 
lowing influenza. 


Lieut. Lewis Zion, M. C., U. S. Army ® New York City; 
Come of Physicians and Surgeons in the City of New 

ork, 1915; aged 29; died at Fort Slocum, N. Y., October 31, 
m pneumonia. 

Edward Bulger Chapman, Brockport, N. Y.; University of 
Michigan, Homeopathic Medical School, Ann Arbor, 1907; 
aged 36; died at his home, October 26, from pneumonia fol- 
lowing influenza. 

Lieut. Wayne Person Hanson, M. C., U. S. Army ® Los 
Angeles; Jefferson Medical College, 1912; aged 30; died in 
Philadelphia, October 26, from bronchial pneumonia follow- 
ing influenza. 

Lieut. Milton Sylvester Sell, 
Pittsburgh; University 
at the heme of his 
November 5. 

William Waller Vest, Clarksville, Va.; 
Virginia, Richmond, 1901; 
Society of Virginia; 
pneumonia. 

Harleston Read Simons ® Charleston, S. C.; Medical Col- 
lege of the State of South Carolina, Charleston, 1909; aged 
32; died at his home, October 21, from pneumonia following 
influenza. 

Samuel Donald Stout, Cleveland; University of Texas, 
Galveston, 1918; aged 23; an intern in the City Hospital, 
Cleveland; died in that institution, October 1, from pneu- 
monia. 

William Henry Monagan, Mount Alton, Pa.; University 
of Pittsburgh, 1912; aged 37; a member of the Medical Society 
of the State of Pennsylvania; died at his home, recently, from 
influenza. 

John S. Wood, Hot Springs, Ark.; Tulane University, New 
Orleans, 1906; aged 35; health officer of Garland County; 
died at his home, October 27, from pneumonia following 
influenza. 

Lewis F. Frey, Baltimore; Baltimore Medical College, 1888; 
aged 52; a member of the Medical and Chirurgical Faculty 
of Maryland; died at his home, November 1, from heart 


M. R. C., U. S. Army ® 
of Pittsburgh, 1908; aged 40; died 
brother in North Side, Pittsburgh, 


Medical College of 
aged 44; a member of the Medical 
died at his home, October 25, from 


disease. 
Solon Slade Barnette, Kilgore, Texas; Universities of 
Nashville and Tennessee, Nashville, 1910; aged 34; died’ 


at his home, October 21, from pneumonia following influenza. 

George O. Quesenberry ® Hinton, W. Va.; College of 
Physicians and Surgeons, Baltimore, 1887; aged 55; died at 
his home, October 20, from pneumonia following influenza. 

Julian Ormal Walter ® Bristol, Ind.; Indiana University, 
Bloomington and Indianapolis, 1912; aged 35; died at his 
home, October 28, from pneumonia following influenza. 

Frank Townsend Stannard ® Troy, N. Y.; Albany (N. Y.) 
Medical College, 1888; aged 52; a specialist in compensation 
insurance; died at his home, October 29, from influenza. 

Hiram Pacco Whitford, Bridgewater, N. Y.; Eclectic Med- 
ical Institute, Cincinnati, 1860; aged 92; for many years a 
justice of the peace; died at his home, October 28. 

William Elmer Kiser ® Bellaire, Ohio; Cleveland-Pulte 
Medical College, Cleveland, 1911; aged 33; died at his home, 
October 25, from pneumonia following influenza. 

Frederick Bellosa, New Haven, Conn.; Yale University, 
New Haven, 1872; aged 75; a member of the Connecticut State 
Medical Society; died at his home, October 20. 

Dorald Cuyler MeKinnon, Lowell, Mass.; Tuft’s College, 
Joston, 1918; aged 23; intern in the Lowell Corporation Hos- 
pital; died, September 28, from influenza. 

George W. Betson, Jr., Quantico, Md.; 
College, 1905; aged 43; died at his home, 
from pneumonia following influenza. 

J. Edwin E. Olander ®@ St. Paul; University of Minnesota, 
Minneapolis, 1904; aged 41; died at his home, October 25, 
from pneumonia following influenza. 

Richard H. L. Garrett, Sellers, Ala.; Maryland Medical 
College, Baltimore, 1902; aged 38; died at his home, October 
25, from pneumonia following influenza. 

William Wilson Cassidy ® Durand, Wis.; University of 
Illinois, Chicago, 1900; aged 42: died at his home, October 
25, from pneumonia following influenza. 
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Abbott Lathrop Cooley ® Chicopee Falls, Mass.; Univer- 
sity of Michigan, Ann Arbor, 1897; aged 60; died at his 
home, October 28, from pneumonia. 

John Smits @ Leadville and Glenwood, Colo.; University 
of Paris, France, 1904; aged 49; died at his home in Glen- 
wood, October 26, from pneumonia. 

Lee Franklin McKay, Martin, Tenn.; Vanderbilt Univer- 
sity, Nashville, Tenn., 1897; aged 44; dropped dead in Illinois 
Central Park, Martin, October 25. 

Loyal Maximilian Martin ® Newkirk, Okla.; Rush Medical 
College, 1913; aged 31; died at his home, October 19, from 
pneumonia following influenza. 

Theodore John Trautmann ® Hayti, Mo.; Marion-Sims 
Medical College, St. Louis, 1899; aged 43; died at his home, 
October 16, from pneumonia. 

William J. Cook, Long Beach, Calif.; Baltimore Medical 
College, 1895; aged 48; died at his home, October 26, from 
pneumonia following influenza. 

Ottmar von Schallern @ Ripon, Wis.; University of Illinois, 
Chicago, 1891; aged 70; for thirty years a druggist of Ripon; 
died at his home, October 21. 

George Washington Burk, Sisson, Calif.; Cooper Medical 
College, San Francisco, 1893; aged 46; died at Yreka, Calif., 
October 24, from pneumonia. 

John Garnes Craig, Chicago; University of Michigan, Ann 
Arbor, 1891; aged 53; died at his home, November 6, from 
carcinoma of the tongue. 

Richard A. Hasbrouck, Salt Lake City, 
Medical College, Chicago, 1882; aged 60; 
October 24. 

Albert Guy Alley ® Minneapolis, 
Minnesota, Minneapolis, 1905; 
October 25. 

Clinton Charles Moffat ® Prosser, Wash.; University of 
Oregon, Portland, 1914; aged 35; died at his home, about 
October 29. 

John Edward Wilson, Denver; Harvard Medical School, 
1905; aged 39; died at his home, October 24, from influenza. 

Arthur James Todd, New Boston, N. H.; Boston Univer- 
sity, 1884; aged 52; died at his home, about October 15. 

William Joffee @ Chicago; Rush Medical College, 1904; 
aged 38; died at his home, October 21, from pneumonia. 

Albert Roy Richey, Herreid, S. D.; State University of 
Iowa, Iowa City, 1905; died at his home, October 16. 

William Mann Radcliff, Los Angeles; Jefferson Medical 
College, 1889; died at his home, October 22. 


Utah; Bennett 
died at his home, 


Minn.; University of 
aged 38; died in St. Paul, 
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Capt. Soton Mitcuertt Lanewortny, M. C., U. S. Army, 
Cedar Rapids, lowa, on duty with the American Expeditionary 
Forces in France, to Miss Madeleine Thomas of New York, 
in Paris, October 1. 

Lieut. Joun Puivip Strickier, M. C., U. S. Army, San 
Francisco, on duty at Camp McDowell, Angel Island, Calif., 
to Dr. Frorence EvetHa Duntop, also of San Francisco. 
October 24. 

Lirut. Francis X. McGovern, M. C., U. S. Army, on duty 
at Walter Reed General Hospital, Washington, D. C., to 
Miss Lottie Brown of Washington, D. C., October 30. 

Asst. Surc. Frank Mutien Cannon, Lieutenant (Junior 
Grade), U. S. Navy, Great Lakes, Ill, to Miss Katherine 
McGovern of Vaile, La., at Great Lakes, October 30. 

Lieut. Lester Cartes Scutriy, M. C., U. S. Army, San 
José, Calif., on duty at Camp Logan, Texas, to Miss Gladys 
Neilson of Berkeley, Calif., at Camp Logan, recently. 

Lieut. Leonarp J. Murpny, M. C., U. S. Army, Fairland, 
Ill, on duty at Camp Grant, Rockford, IIL, to Miss Rosalie 
Dulaney of Slater, Mo., October 23. 

Mayor Everett Locan Goar, M. C., U. S. Army, to Miss 
Italia West, both of Houston, Texas, October 27. 

Hans Curistian Hotm, Washington, D. C., to Miss Alice 
May Butler of Boston, October 16. 


James Cart Drake, Kerman, Calif., to Miss Rosalie Lord 
of Redwood, Calif., October 21. 


Burr Burton MosHer to Miss Juliett Holmes Griffith, both 
of Brooklyn, October 26. 
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MORE MISBRANDED NOSTRUMS 


Jacobs’ Liver Salt—This preparation was sold by the 
jacobs’ Pharmacy Co. of Atlanta, Ga., and, according to 
government reports, consisted largely of sodium phosphate, 
sodium sulphate, and common salt, incorporated with a dried 
mixture of washing soda, and citric acid. It was faluly 
and fraudulently claimed to be a remedy for headache, rheu- 
matism, gout, gastritis, and sore throat. It was further mis- 
branded, in that it was claimed to contain lithium phosphate 
in appreciable quantities, when, as a matter of fact, there 
was little, if any, lithium phosphate present. The company 
was fined $25 and costs.—[Notice of Judgment No. 4992.| 


Lydia Pinkham’s Vegetable Compound.—This widely adver- 
tised, alcoholic nostrum, put out by the Lydia E. Pinkham 
Medicine Co. of Lynn, Mass., was reported by the govern- 
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ment to contain 17.9 per cent. alcohol, and 0.56 grains of 
solids to each 100 c.c., with vegetable extractive material 
present.- It was falsely and fraudulently claimed to be 
effective as a remedy for falling of the womb, leucorrhea, 
inflammation and ulceration of the womb, for curing diseases 
f women and for all female ailments and affections, dis- 
eases of the bladder, and effective as a cure for dysmenorrhea, 
uterine tumors, diseases of the ovaries, etc., and as a pre- 
ventive of miscarriage, “when, in truth and in fact, it was 
not.” The company was fined $50.—[Notice of Judgment 
No. 4997.] 


Maguire’s Extract of Benne Plant and Catechu Compound. 
—The J. & C. Maguire Medicine Co. of St. Louis sold this 
product, which contained over 39 per cent. of alcohol and 
10 gtain of morphin to each fluidounce, besides camphor, 
catechu and peppermint. The government charged that the 
claims made that it was a reliable specific for diarrhea, 
lysentery and cholera morbus, and a preventive of Asiatic 
cholera, were false and fraudulent, and further that the state- 
ment that it wa$’ “perfectly harmless” was false and mis- 
leading, in that it indicated that the article was composed 
of harmless medicinal agents as its principal and most active 
ingredients, when as a matter of fact, its principal and most 
active ingredient was a dangerous, habit-forming drug, 
morphin, 
decided otherwise. 


The company pleaded not guilty, but the jury 
The company then filed a motion for a 
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new trial and the case having come on for retrial, the con- 
cern was again found guilty, and was fined $200 and costs.— 
[Notice of Judgment No. 4988.] 


Hood’s Sarsaparilla.—The C. 1. Hood Co. of Lowell, Mass. 
was charged with misbranding “Hood's Compound Extract 
of Sarsaparilla.” The federal chemists reported that the 
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product was a mixture of alcohol (16% per cent.) and water, 
containing about 0.90 per cent. of potassium iodid, 5.5 per 
cent. of sugars, 6.5 per cent. of vegetable extractives, which 
bore indications of the presence of sarsaparilla, licorice and 
a laxative drug resembling senna. The preparation was sold 
under the claim that it was a remedy for “scrofula,” eczema, 
“cancerous humors,” “catarrh,” rheumatism, “female weak 
ness,” consumption, dropsy, varicose veins, and various other 
conditions. These claims were declared false and fraudulent, 
and the company was fined $50.—[Notice of Judgment No. 
4990.) 


Hyomei.—Booth’s Hyomei Co. of Buffalo, N. Y., sold a 
preparation under the name of “Booth’s Hyomei Dri-Ayr.” 
Government chemists reported that the product 
essentially of oil of eucalyptus, together with a small amoun: 
of resin-like solids and a mineral oil; also a little alcoho! 
It was sold under the false and fraudulent claim that it was 
a remedy for catarrh, asthma, bronchitis, hay-fever, and 
catarrhai deafness, “when in truth and in fact, it was no'!.” 
The company was fined $10.—[Notice of Judgment No. 4991.) 


consist | 


Hill’s Kidney Kaskara Tablets.—These tablets were put out 
by the W. H. Hill Co. of Detrott~Mich., and, according t 
government analysis, were an iron od, sugar-coated table 
carrying emodin, caffein, acid resin, ntagnesium carbona e 
and talcum. It was sold as a remedy for diabetes, Bright's 
disease, “consumption of the kidneys,” renal calculi, ctc., 


claims which were obviously false and fraudulent. The com 
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pany filed a motion to quash the information, but the motion 
being denied, the company pleaded guilty and was fined $50 
—l[Notice of Judgment No. 4993.] 


Hancock Sulphur Compound.—The Hancock Liquid Sul- 
phur Co. of Baltimore was charged with misbranding its 
products, “Hancock Sulphur Compound,” and “Hancock Sul- 
phur Compound Ointment.” Federal chemists reported that 
the former was a solution of calcium polysulphids and cal- 
cium thiosulphate, while the latter was an ointment contain- 
ing petrolatum, with 0.91 per cent. of sulphur, 0.38 per cent. 
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ash (mainly lime), and carbolic acid (phenol). The liquid should like to have others attempt this treatment in a critical 


preparation was sold as a remedy for eczema, catarrh, sore 
throat, granulated eyelids, rheumatism, piles, bluod diseases, 
ete., while the ointment was represented to be a remedy for 
eczema, skin diseases, all eruptions of the skin, scalp diseases, 
etc. The claims for both were declared false and fraudulent, 
and the company was fined $25 and costs.—[Notice of Judg- 
ment No. 4994.) 


Palmer’s Skin Whitener.—“Dr. Fred Palmer’s Skin 
Whitener” was sold by the Jacobs’ Pharmacy Co. of Atlanta, 
Ga. The Bureau of Chemistry reported that the product 
contained a poisonous and deleterious ingredient, namely, 
7.85 per cent. mercury calculated as ammoniated mercury, 
mixed with a fatty base. It was sold under the claim that it 
was “absolutely harmless,” which claim was false and mis- 
leading. It was also falsely and fraudulently claimed to be 
a remedy for all forms of eczema and skin eruptions. The 
company was fined $25 and costs.—[Notice of Judgment 
No. 4995.] 


Grossman's Specific Mixture—This preparation was sold 
by Wright’s Indian Vegetable Pill Co. of New York City, 
and, according to federal chemists, was a mixture composed 
of two layers, the upper layer containing alcohol, water, 
opium and coloring matter, the lower, making up about 92 
per cent. of the total mixture, being chiefly balsam copaiba 
and oils. The stuff was sold as a specific for the cure of 
gonorrhea, gleet, stricture, etc., and as a preventive of gonor- 
rhea. These false and fraudulent claims brought about a 
fine of $100.—[Notice of Judgment No. 4996.] 
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“VACCINES IN INFLUENZA” 


To the Editor:—The current comment in your issue of 
October 19 prompts me to call attention to the efforts of this 
laboratory and base hospital to do something specific for influ- 
enza. It was obvious from the first that the virus was an 
overwhelming one, and it was noteworthy that uncomplicated 
influenza was associated with leukopenia and that the com- 
plicating pneumonia raised the leukocytes very little, seem- 
ingly inadequately. 

In casting about for a simple, efficient and safe means to 
raise the leukocytes, antiserum from recovered patients was 
used with some profit but without a great leukocyte reaction. 
We then prepared a serobacterin, using the serum of patients 
recovered from simple influenza and from influenza compli- 
cated by pneumonia. The bacteria used were two strains of 
influenza bacilli, one strain each of pneumococcus Type I and 
Type IV, one strain of hemolytic streptococci and one strain 
of nonhemolytic streptococci, all recovered from postmortems. 
This was administered subcutaneously, the leukocyte curve 
was watched, and it was found that there was a drop in 
leukocytes from six to twelve hours, followed by a rise at the 
end of eighteen hours, sometimes to 300 per cent. In no case 
was there any form of protein shock, and in only a few cases 
was there a slight local skin reaction. After the first few 
cases this bacterin has been given in doses of 100,000,000, 
200,000,000 and 400,000,000, at intervals of twelve hours. In 
uncomplicated influenza, about forty cases, pneumonia has not 
occurred. Of nine pneumonia patients, two that were prac- 
tically moribund have died and the rest have improved faster 
than patients similarly affected in the same ward. Some of 
this material has been supplied to Dr. J. H. Flexner of Louis- 
ville, who reports a very pronounced improvement and rapid 
fall of temperature after two doses. This gentleman also 
thinks that there has been pronounced improvement in cases 
of pneumonia. 

We are still critical of this procedure and do not claim 
anything; but this letter is written because it would seem 
from the above mentioned “comment” that THe JourRNAL 
would he glad to have more information and because we 


spirit. It seems to be as simple and safe a means of produc- 
ing hyperleukocytosis as can be imagined. 
Hersert Fox, M. D., 
Camp Zachary Taylor, Louisville, Ky. 
Major, M. C., U. S. Army. 


THE PHYSICIAN AND THE PROBLEMS 
OF RECONSTRUCTION 


To the Editor:—1 hope that no reader of THe JourNnac 
failed to scrutinize the London Letter, Nov. 2, 1918, p. 1504. 

As the close of the war draws near, the problems of recon- 
struction come more and more to arrest the attention of 
thoughtful citizens both at home and abroad. We have heard 
much in recent years of the physician in politics. Are we as 
a profession measuring up to the requirements of the situa- 
tion or are we lagging behind our colleagues across the seas? 

It is not ours to decide in full the future rdle of our pro- 
fession. We need only to glance at Russia for the confirma- 
tion of this statement. In that troublous land of red revolu- 
tion, the soviet government has definitely assigned the physi- 
cian to a place with the bourgeoisie. In spite of his twenty- 
four hour day and his Sundayless week, the physician is to 
have no part in the dictatorship of the proletariat. In the 
purview of Lenine and Trotzky he is not a worker at all. 

We scarcely anticipate anything like this in American 
politics, yet strange ferments are at work in our sociological 
brew. Just now, to read the Congressional Record, it would 
appear that we are menaced by the repudiation of the intel- 
ligensia. Certain members of Congress, during the recent 
discussion of a reserve for the Public Health Service, gave 
voice to a fear that medical men may achieve undue political 
influence. And one member—Mr. Sisson—saw fit to ignore 
the wise counsel of Burke, and to impeach the honor of a 
whole profession. It may be well, in these trying hours of 
war, when medical men are doing their best, to pause one 
moment to get the lawyer-politician’s view: 

I will say that some years ago in my own state, when I was a mem- 
ber of the legislature, we had an appropriation for one of these funds 
for the purpose of taking care of the yellow fever epidemic if it should 
arise. Unfortunately, as long as that appropriation was in existence 
we had an annual yellow fever scare. As soon as that appropriation was 
withdrawn and no $50,000 or $75,000 was placed at the disposal of the 
health authorities, we had no more yellow fever epidemics except where 
they were real and genuine. 

That little experience has led me to believe that if you turn our 
good physicians—and we all have great respect for them—if you turn 
them loose, frequently they will find reasons sufficient, in their own 
mind, for calling into existence appropriations; whereas, if there was a 
limit placed upon it, a limit placed on the number of men that might 
be appointed, their activities would be very much lessened. 

If our profession were placed wholly under government 
control, with salaries payable from the public funds, we 
should yet fall far short of congressional puissance, where a 
pull on your own bootstraps is all that is required to raise 
your salary. 

Seriously, and to revert to the London letter, it is time 
to “get busy.” I do not have reference to any movement 
for self-aggrandizement. We must do our part for the gen- 
eral welfare. Much of the “wisdom” of our teeming legisla- 
tive hails is Poll-parrotism covered with cobwebs. The medi- 
cal profession possesses a splendid reserve of trained intel- 
ligence which can be mobilized for service in legislative 
and executive positions. The modern education of the physi- 
cian will prove, in the period of reconstruction, the most 
valuable asset of the state. It is not bookish exclusively. It 
commands a view of the fundamental sciences first-hand. 
The lawyer-politician, deficient as a rule in these vital ele- 
ments of modern statesmanship, will take his place to the 
rear. 

Finally, the physician’s voice will be the voice of the larger 
humanity. He has never been a man of dojlars. His heart 
beats the rhythm of that of the good Samaritan. He does 
not patent his inventions for human welfare and seek wealth 
from their exploitation. He has always carried his load of 
“charity practice’—a burden that properly belongs on the 
shoulders of the state. There is no man extant more com- 


petent to deal with rampant individualism; for his whole 
training and life work is a lesson of self-denial and sacrifice. 
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in the clear dawn of the new political day we shall perceive 
the outlines of the coming service-state, and shall behold 
‘he physician, pill-bags and scalpels for the moment aside, 
n the front ranks of the “forward looking” men of the time, 
doing service with the master-builders. 

Wuuam Y. Warp, M.D., Ivanhoe, Texas. 


TREATMENT OF INFLUENZA 


To the Editor:—During the recent epidemic of influenza 
| saw a great number of cases in which one of the most 
prominent symptoms was hemorrhage from the nose, which 
lasted usually several days and was often profuse. What 
struck me in these cases was that none of the patients devel- 
sped pneumonia and all recovered. Does this bleeding 
give us a hint to employ bloodletting more frequently in cases 
in which pneumonia is suspected or beginning to develop? 

Jutius Martinson, M.D., New York. 


To the Editor:—Having passed through a severe epidemic 
ff influenza here we are sure that there have been some 
important things left unsaid concerning the nature and treat- 
ment of this disease. The patient should breathe 
pure warm air, instead of cold air, which is the popular 
teaching at this time. With the patient extremely prostrated 
and perspiring and a further complication with bronchitis, 
it is certainly a contraindication to apply in the sick room 
the open air treatment. With the given pathologic condition, 
the cold air treatment will certainly prove a failure. The 
patient should breathe cold air in the febrile stage, but should 
avoid it by all means when that stage passes. The pros- 
tration requires rest in bed, and judicious medical stimula- 
tion and attention to dietetics. 

W. E. Nersercer, M.D., Bloomington, IIL 


“TOMATO LEAVES AND DERMATITIS” 


Te the Editor:—In Tue Journat, Oct. 5, 1918, Dr. E. S. 
Lain of Oklahoma has a paper on “Dermatitis Lycopersicum 
Eseulentum (Tomato Plant).” He calls the tomato “one 
of our most harmless and luscious vegetables.” A few years 
ago there appeared in the Correspondenz-Blatt fiir schweizer 
Aerste an observation of several cases of hematuria follow- 
ing the eating of tomatoes. Dr. Lain cites authors who 
attribute the dermatitis to individual susceptibility and even 
“anaphylactic reaction of a scasitized person.” Is there not 
another possibility that would at the same time explain the 
cases of hematuria? The doctor says that the tomato belongs 
to the Solanaceae, nightshades, and mentions several other 
representatives of this group. But he forgot the most impor- 
tant one, the Solanum tuberosum, the potato. This, too, con- 
tains a poison in the eyes of the tuber that is removed in 
boiling. Every farmer knows how sensitive the potatoes 
are to the conditions of soil, of climate, rain and sun, place 
of growth, etc., as to development, taste, etc. The same is 
true of other peculiarities of other nightshades. The nettles, 
another representative, for example, may be handled with 
impunity in some places; in others, the slightest touch will 
have very painful consequences. 

The following conclusions may be drawn: 1. The tomato 
is not under all circumstances “one of our most harmless 
vegetables.” 2. The plant, as well as the fruit, may under 
certain not yet investigated conditions produce substances 
that are decidedly toxic to the skin and kidneys, and maybe 


to other tissues. Jacques Hortscer, M.D., Chicago. 


DEVICES FOR DISABLED MEN 


To the Editor:—I am sending to you the descriptions of 
some devices for men having lost one or both arms. They 
are founded on the last four years of experience among 
wounded and disabled men in England, and are the work of 
Dr. Arthur E. Shipley, vice chancellor of Cambridge Uni- 
versity, who is now touring this country with the British Edu- 
cational Mission. 

The man who has lost an arm is usually sensitive about 
it, and does not like to attract attention, especially in public. 
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Among other difficulties are those of cornering food on the 
ordinary plate. For this purpose Dr. Shipley has designed 
a plate with an overhanging lip and also a special plate that 
enables the patient to get the last drop of soup without tilting 
the plate, a feat that would be impossible for a one-armed 
man. 

For convenience of commerce it has been suggested that the 
plates should be named, and “Unimanus” has been suggested 








(cf. Livy 35, 21 
and 41, 21), but 
Dr. Shipley be- 





lieves that it seems 
simpler and is cer- 
tainly shorter to 
call them “man- 
chot” plates. ~ 

The plates have 
been made in sev- 
eral styles, some 
as cheaply as pos- 
sible, and all may 
be obtained = of 
Messrs Thomas 
Goode & Co.., 19 
South Audley 
Street, London 
Messrs. Good c, 
who are solely financially responsible, have kindly consented 
to devote rather more than 20 per cent. of the profits to the 
Serbian Relief Fund. ; 

When the patient has been unfortunate enough to lose both 
arms, he has not even the solace of reading, and the device 
illustrated enables 
him to turn ovet 
the pages of a 
book without call 
ing in assistance 
The disk which 
he holds in his 
teeth is made of 
rubber, and the 
shaft is aluminum 
with a light rubber 
tip. 

If one may learn 
from the enemy, a 
good suggestion 
can be obtained 
from the fork that 
is specially made 
for the kaiser 
The outside pronr 
contains a cutting 
edge which trans- 
forms it into a 
combination knife 
and fork, and so 
obviates the use of 
the knife with the 
other hand. These 
would have to be 
made right or left 
handed. 

I am sure there are many other devices which could render 
the life of the one armed, or otherwise disabled, much less 


difficult. R. Tait McKenzie, M.D., Philadelphia 





Fig. 1.—Cross-sections of plates devised for 
persons deprived of the use of one arm: The 
upper plate is a soup plate with a depression in 
the center from which the last two or three 
spoonfuls of soup can be easily removed. The 
lower plate is for solid food, and has vertical 
sides and an overhanging rim. Against this, 
pieces of meat or pudding can be pushed with- 
out any risk of their toppling over the edge. 


Fig. 2.—Device for enabling an armless per- 
son to turn the pages of a book. 


AN INTERNATIONAL MEDICAL COUNCIL FOR 
THE RECONSTRUCTIVE PERIOD 


To the Editor:—With the termination of actual hostilities. 
new problems will confront the medical profession in three 
main directions: (1) physical fitness; (2) the increased inci 
dence of certain infective diseases, and (3) the insanitary, 
pestilential conditions resulting from the war. 





1684 





The ideal method of preparing for this vitally important 
work would be by the creation of an international medical 
council to be composed of two or three representatives from 
each nation belonging to the Allies. The aims of such a 
body would be multiple, as follows: 1. To promote unity of 
purpose and action and to maintain friendly relations during 
postbellum days or the reconstruction period. 2. To exchange 
information bearing on the conditions, situations and methods, 
both medical and sanitary, of individual nations, and in this 
way facilitate the immense work to be done in combating 
disease, and in hygiene, sanitation and physical reconstruc- 
tion. 3. Direct assistance could be rendered by one or more 
nations in unusually trying local situations resulting from 
devastations. In this connection America would be in a posi- 
tion to lend-a strong hand, although we shall not enjoy an 
immunity from new and difficult medical, sanitary and other 
problems. 

The door is already wide open and invites to professional 
thought and action in international terms. Shall we enter? The 
international council herein proposed could be inaugurated 
and conducted under the auspices of the American Medical 
Association or the American Red Cross or the Surgeon- 
Generals of the Army, Navy and Public Health Service, with 
the official sanction of the President of the United States. 

J. M. Anvers, M.D., Philadelphia. 





Queries and Minor Notes 


Anonymous ComMMUNICATIONS and queries on postal cards will not 
be noticed. Every letter must contain the writer's name and address, 
but these will be omitted, on request. 


MADURA FOOT (MYCETOMA) 


STATES 
Has the true “Madura foot” ever occurred in the 
Has it been determined how the mycetoma invades 
J. H. M., Texas. 


IN THE UNITED 


To the Editor:—1. 
United States? 2. 
the human body? 


Answer.—1l. Under the title “Madura Foot in America,” 
Randolph Winslow says that up to October, 1917, the date of 
publication of his article, seven cases of Madura foot had 
been reported in the United States and Canada. Six were 
of the ochroid form and one of the melanoid form. Three 
occurred in Mexicans living in Texas, one in a French 
Canadian who had always lived in Canada, one in a young 
man born in lowa, and one in a young woman living in 
Kansas. J. Homer Wright observed the only case of the 
black variety reported in this country in an Italian woman 
who had lived in America for several years. Sutton described 
two.cases in which the Streptothrix madurae was found. 
This is believed to be the organism responsible for true 
Madura foot, though some authors include the ray fungus 
of actinomycosis as one of its causes. 

2. It is believed that the organism always enters by way 
of a punctured or other wound, the foot being a favorite 
site of the disease on account of its exposure among those 
who go barefoot. 

The following may be consulted: 


Winslow, R.: Madura Foot in America, Ann. Surg., 
\dami and Kirkpatrick: Tr. Am. Phys., 1895. 
Hede, Senn and Bishop: Jour. Cutan. and Gen.-Urin. Dis., 
45, 1. 
Sutton, R. L.: 
p. 1339. 
Burres: Madura Foot 
1916, 3, 610. 
Ricketts and Dick: 
2, 1911, p. 633. 
Solari, E. F.: Madura Foot in Argentina, Semana méd., 
573; abstr., Tue Journat, March 30, 1918, p. 967. 
Navarro, Horatio: Report of a Case of Madura Foot in Colombia, 
Tue Journat, Sept. 21, 1918, p. 967. 


1917, 66, 496. 
1896, 
Mycetoma in America, Tue Journat, May 3, 1913, 


in Western Panama, Am. Jour. Trop. Dis., 


Infection, Immunity and Serum Therapy, Ed. 


1917, 24, 

















Blood Transfusion in Surgical Patients.—Blood trans- 
fusion is superior to all other methods for a prompt restora- 
tion of the circulation in anemic individuals and is the surest 
means to prevent the more pronounced, sudden, and usually 
fatal circulatory depression prone to occur during surgical 
operations on such patients —Review of War Surgery and 
Medicine. 
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COMING EXAMINATIONS 
Detaware: Wilmington, Dec. 


10-12. Sec., Dr. H. W. Briggs. 1026 
Jackson St., Wilmington. 
Firoripa (E): Jacksonville, Dec. 16-17. Sec., Dr. G. A. Munch, 
1806 Franklin St., Tampa. 
Firoripa (R.): Miami, Dec. 2-3. Sec., Dr. W. M. Rowlett, Citizens 


Bank Bldg., Tampa. 
Itttnots: Chicago, Dec. 9-11. Mr. 


F. C. Dodds, Supt. 
tion, Springfield. 


of Registra- 


lowa: Des Moines, Dec. 10-12. Sec., Dr. G. H. Sumner, Capitol 
Bidg., Des Moines. ~ 
Loutstana: New Orleans, Dec. 2-4. Sec., Dr. E. W. Mahler, 730 


Audubon Bidg., New Orleans. 
Marytanpb: Baltimore, Dec. 10. 


Sec., Dr. J. McP. Scott, 
Washington St., Hagerstown. 
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Onto: Columbus, Dec. 3-5. Sec., Dr. H. M. Platter, State House, 
Columbus. 

Ruove Istanp: Providence, Jan. 2-3. Sec., Dr. B. U. Richards, 
State House, Providence. 

Texas: Dallas, Nov. 19-21. Sec., Dr. M. F. Bettencourt, Mart. 

Vircinta: Richmond, Dec. 10-13. Sec., Dr. J. W. Preston, 215 S. 
Jefferson St., Roanoke. 

West Virointa: Charleston, Nov. 19-21. Sec., Dr. S. L. Jepson, 


Masonic Bldg., Charleston. 


Massachusetts May Examination 


Dr. W. P. Bowers, secretary of the Massachusetts Board 
of Registration in Medicine, reports the oral, practical and 
written examination held at Boston, May 14-16, 1918. The 
examination covered 13 subjects and included 70 questions. 
An average of 75 per cent. was required to pass. Of the 
53 candidates examined, 41, including 1 osteopath, passed, and 


12, including 7 osteopaths, failed. The following colleges 
were represented : 
Year Per 
College PASSED Grad. Cent. 
a RR Pi i die ae I ee ts RR (1916) 76.9 
Rush ED ode’ crvebanddntonde Gia andnu (1917) 81.7 
Johns  . “ECAR rae yb aad, 4 
U niversity of Michigan Medical School .............. (1903) 


Boston Ly teamed (1917) 78; 


(1918) 75.8, 77.1, 
81.1, 


78.3, 79, 79.2, 20.9, 


marca ‘Universit én a'e ante (1911) 79.8; (1912) 80; (1916) 82.6 
(1917) 81.5, 81.9, 83. a4 a 75.5, 76.7, 79. 3, 81. 1, 81.2 , 81.4, 81.5, 
82.2, 82.5, 82.9, 83, 9 

Tufts College Medical ‘School Titian tginne wie oe eae ne oil (1918) 75, = 

Bellevue Hospital Medical College .................. (1892 

COUN CID seconds s8tns esaegiatecsen (1900) 3 

SPCC Gi Ew Sino cas ccs bnincdececesesh (1883) 80 

Meharry Moedleal-Caage |. 6 osc cccccdeccessecerscces (1915) 75 

Metsent Caees. G6 Va a6. 566 00 <cceccecewesdvicve’ (1917) 76.2 

Wisconsin College of Deedeinas and Surgeons....... (1905) 75 

FAILED 

Maryland College of Eclec. Med. and Surg........... (1914) 68.1 

College of Phys. and Surg., Boston (1915) 59.4, 67.2; (1917) 71.7 

University of West Tenmessee ...........02ceeeeeees (1916) 62.5 


Texas June Examination 


Dr. M. F. Bettencourt, secretary of the Texas State Board 
of Medical Examiners, reports the written examination held 
at Austin, June 18-20, 1918. The examination covered 12 
subjects and included 120 questions. An average of 75 per 
cent. was required to pass. Of the 73 candidates examined, 
72 passed and 1 failed. The following colleges were repre- 
sented: 


Year Per 

College PASSED Grad. Cent 
College of Physicians and Surgeons, Chicago ........ (1906) 77.8* 
Te TI, Sis ony andes diner (1917) 88.6; (1918) 87.7, 89.4 
Eclectic Medical University .............ccecceccces 1918) 77.7, 78.7 
University of Penmoyivamia .......cccccccccccccceces (1918) 88.3 
College of Physicians and Surgeons, Memphis ........ (1911) 71.2¢ 


Meharry Medical College (1918) 75.6, 77.8, 85. 


Baylor re ss (1918) 80.9, 81, 82.7, 85.7, 86, 86.3, 86.4, 87.2, 87.6, 
88.7, 89.6, 93.5. 


vas Worth Schoo! of Medicine (1918) 76.1, 76.4,°77.5, 82.4, 82.6, 82.9, 

University of Texas (1916) 90.3; (1918) 83.3, 84.6, 85, 85.4, 86.1, 
86.2, 86.3, 86.4, 86.5, 86.5, 86.6, 87.1, 87.4, 87.5, 87.8, 87.8, 88.9, 
88.9, 89, 89.1, 89.3, 89.6, 89.7, 89.7, 89.8, 89.9, 90, 90.2, 91, 91.6, 91.9, 
92, 93," 93.8, 93.9. 

University PR FE ee ee ee (1918) 86 1 
National School of Med., Mexico (1888) 72+30 yrs.; (1904) 85.9t 
FAILED 

mates Trabebetes’ . ii sbovaces tencadveay es tadiec wan sa (1917) 73 


*Plus 12 years. +Plus. 7 years. 


tPlus 14 years. 
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SOCIAL MEDICINE 


Social Medicine, Medical Economics and 
Miscellany 


REHABILITATION OF THE WOUNDED 


A conference was held in Philadelphia, September 20, by 
he American Academy of Political and Social Science, at 
-hich the rehabilitation of the wounded was discussed. The 
nature and scope of the problem were presented by Dr. 
\V. W. Keen. He pointed out that the fundamental differ- 
nce between the surgical conditions during the Civil War 
ind the present world war is our ignorance in 1861 and the 
enormous increase in our knowledge since that date. The 
ilmost virgin fields of battle during the Civil War held 
few bacteria; although tetanus was not common, it was 
leadly, killing nine of every ten victims. In the early days 
if the present world war it exacted a fearful toll of lives, 
xact figures of which can be given only after the war is 
ver. As soon as there was a sufficient supply of the tetanus 
antitoxin, the mortality was close to nil. In the Civil War, 
compound fractures killed two out of every three, and ampu- 
tations averaged over 50 per cent. mortality. Only 25 per 
cent. of the cases of compound fractures are now fatal, 
instead of 66 per cent. as in the sixties. Today the victory 
over infection is the reason for the greatly diminished num- 
ber of amputations now done. Moreover, the mortality of 
amputations at present is low; in some series every one 
has recovered. While engineering and chemistry have done 
very much to develop modern sanitation, bacteriology has 
been the most important factor in this movement. Typhoid 
has been banished from the Army. In the entire army, num- 
bering over 1,500,000 men at the end of December, 1917, 
there had been during the year 242 admissions to hospitals 
on account of typhoid, with eighteen deaths. During the 
corresponding period in 1861, when the Northern Army was 
being mobilized, there were about 9,500 cases of typhoid 
with less than one quarter of the strength of the present 
Army, with about 1,800 deaths. During the past year there 
was but*one death ascribed to antityphoid vaccination among 
more than 1,500,000 men. This would seem to be an over- 
whelming testimony to the value of the method and to the 
fact that making it compulsory was essential to winning 
the war. The heart was first laid bare and sewed up for a 
stab wound twenty-one years ago (1897). Operations on 
the heart have now been done hundreds of times and have 
saved the lives of about half of those operated on. In the 
present war, missiles have been removed from the interior 
of the heart and even from the large blood vessels. 


RECLAMATION OF MAIMED IN INDUSTRIES 


Dr. Harry E. Mock, lieutenant-colonel, M. C., U. S. Army, 
speaking on the reclamation of the maimed in the industries, 
said that in warfare a number of men are bound to become 
disabled, but very few need remain so. The Medical Depart- 
ment of the Army began at the earliest moment to plan for 
the reclamation of the soldiers, and it is desired to make 
closer the cooperation between the Medical Department and 
the general public in the reconstruction and rehabilitation of 
the soldiers and sailors. During the past decade a new 
specialty has been developed in industrial medicine and 
surgery. In order to prevent waste, deformity and ineff- 
ciency, many industries have appointed a staff of physicians 
to look after men in the first-line trenches of the industrial 
army. Today one tenth of the workers of the nation are 
receiving the benefits of this work. Too often men injured 
n the industries are given positions without consideration 
f their fitness; if trained they could fill a gainful position. 
The most unfortunate among the injured and disabled in 
the industries are those not employed by the firm for which 
they worked. They must not only be cured, but trained 
for and given suitable positions affording them equal income 
to that received before their disability. 


WHAT THE GOVERNMENT HAS DONE 


Mr. James Phinney Munroe, vice chairman of the Federal 
Board for Vocational Education, pointed out that the colossal 
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outpourings of wealth which the orgy of war has , forced 
will possibly be redeemed in one generation by the spirit 
of saving which, with many other hard and salutary lessons, 
war has taught. Under the vocational rehabilitation act, the 
Federal Board for Vocational Education, made up, ex officiis, 
of the secretaries of agriculture, commerce and labor and 
the commissioner of education, and of three other members 
appointed by the President, is charged with responsibility 
for the placing back in economic life and, if need be, for the 
training of every soldier and sailor so far disabled in mili- 
tary service as to have become a beneficiary under the war 
risk insurance law. So long as that soldier or sailor needs 
daily hospital care or so long as he is adjudged fit to return 
to full or limited military service, he is the sole ward of 
the medical military authorities; but from the moment that 
he is discharged from military service, either because his 
disabilities are such as to preclude further Army service, 
or because he is relieved from such duty by the coming of 
peace, he becomes automatically a ward of the Federal 
Board of Vocational Education, and as such ward, has estab- 
lished rights which he alone and by his own free choice can 
surrender. After he has elected to receive training, the 
board, together with the War Risk Insurance Bureau, 
assumes not only his support and that of his dependents, 
should he have any, during the process of training, but also 
undertakes to follow him up after placement, and to give 
him reasonable opportunity for further training should the 
first venture prove ill suited to his capacities. The jobs 
that these men undertake will be theirs because they are 
fitted to take them. In this placement the board has the 
specific right under the law to ask the cooperation of the 
Department of Labor; it has the general right under the debt 
that we owe to these disabled men to seek the cooperation 
of every employer in every line of activity. The government 
will fulfil its sacred obligation to make these men as efficient 
as possible physically and also vocationally in the widest 
possible field of effective economic service. 


TRAINING OF THE BLIND 


Lieut.-Col. James Bordley, M. C., U. S. Army, discussed 
the training of the blind in the rehabilitation of soldiers 
and sailors. He emphasized the fact that in no phase of 
reconstruction are there more difficulties to overcome than 
in the training of the blind. The public has the conviction 
that the blind are industrially useless, forgetting the long 
list of distinguished blind statesmen, musicians, poets, war- 
riors, merchants and inventors. A blind man can perform 
any operation except one in which judgment must be based 
on sight. The Surgeon-General of the Army, working in 
conjunction with the Surgeon-General of the Navy, has 
established in Baltimore, on a beautiful estate tendered the 
government for that purpose by Mrs. T. Harrison Garrett, 
a hospital training school for the blind sailors, soldiers and 
marines, and Congress has endowed the Federal Board for 
Vocational Education with money and power to supplement 
that training whenever necessary, and to provide the oppor- 
tunity for employment. The American Red Cross has caused 
to be organized the Red Cross Institute for the Blind to 
supply such economic and social supervision as may be 
found necessary after the discharge of the blind by the 
various governmental departments. Vocationally, courses 
are classified as professional, agricultural, commercial, 
industrial, house work and blind shop work. Individual 
study of the men must determine into which of these classes 
they should go. The significance of the work is reflected 
in the hearty cooperation of every industry studied. If the 
blind man fails to make good, the employer will be relieved 
of all embarrassment by the removal of the blind man and 
his reeducation for another trade. 


THE ROLE OF THE AMERICAN RED CROSS 


Mr. Curtis B. Lakeman, assistant to the Director-General 
of Civilian Relief, American Red Cross, said that the Red 
Cross will subordinate itself to government leadership and 
bend all its enthusiasm and resources to the promotion of 
the official plans and to the filling of such supplemental 
needs as may arise. Home service offers the channel through 
which patriotism and neighborliness combine to assist and 
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protect the 
relatives of 


dependent wives, children, mothers and other 
and sailors, The Red Cross has in 
operation a special piece of war service machinery pecu- 
liarly adapted to assist in the after-care of the disabled 
soldier. Under the Department of Military Relief of the 
Red Cross there has been conducted also the pioneering 
research and educational work of the Red Cross Institute for 
Crippled and Disabled Men in New York, and the more 
recently established Red Cross Institute for the Blind sup- 
plementing the work of the Army Hospital at Baltimore. 
The home service organization is assisting the military med- 
ical authorities in obtaining essential data as to the previous 
history of the blind men, in explaining the government’s plan 
to the family, and selecting the relative who will be taken 
to Baltimore by the Red Cross Institute and trained side 
by side with the blinded soldier. 


soldiers 


READY-MADE FARMS 


AND 


FOR RETURNING SOLDIERS 
SAILORS 


Frederic C. Howe, commissioner of immigration at the 
port of New York, pointed out that the United States 
Employment Service is a proper agency for carrying through 
the work of demobilization. All of the warring countries 
are emphasizing the necessity of returning the soldier to 
the land. In England, Australia and Canada the farm colony 
is being developed. Experts have submitted that the soldier 
will not take up an unbroken piece of land isolated from his 
fellows. Official commissions in England and Australia are 
developing plans by which the state will sell to the returning 
soldiers ready-made farms of from 3 to 30 acres which one 
man can cultivate. Farms are grouped as a community with 
educational, recreational and cooperative agencies for mar- 
keting and buying. Men are sold farms with a house, barn 
and sufficient capital on easy terms, the state advancing nine 
tenths of the capital to be repaid on long-term instalments. 
The experience of Australia and of Denmark demonstrates 
the success of this plan. In the United States such colonies 
should be located in New England, the Southern, Central 
and Western states, each adjusted to a special kind of farm- 
ing. Tractors and farm machinery should be owned in 
common. Such a program involves no permanent burden 
to the nation. Such a comprehensive agricultural program 
is demanded by the drift of population to the cities, the 
growth of tenancy, and the exhaustion of the soil. 


OPPORTUNITIES FOR EMPLOYMENT 


Miss Gertrude R. Stein, employment secretary, Red Cross 
Institute for Crippled and Disabled Men, New York, said 
that the inception of the United States Employment Service 
has made every one ponder on what an ideal public bureau 
should be. In initiating an employment bureau for the 
handicapped, the Red Cross has the advantage of having the 
bureau a small one. No organization of this kind is truly 
valuable unless it is flexible. Employment work does not 
mean the mere securing of positions, but the securing of the 
chance to make a livelihood at congenial work, with the 
opportunity to make use of the best powers of the man. In 
New York there is an effective clearing house which is inval- 
uable in widening the opportunities open to crippled men. A 
placement bureau for the handicapped must be more efficient 
than the average bureau or it will not live; it must have a 
file of satisfied employers who can be called on when the 
applicant seems suited for their particular job. It should be 
capable of securing a position for a teacher as well as for an 
elevator man, for a draftsman as well as for a lathe hand. 
An industrial survey of the opportunities for cripples in the 
city must be carried on in conjunction with the employment 
work. The whole system of placement is valueless unless it 
is properly followed up. Follow-up work in the factories 
should be discouraged; it is much better to advise the man 
and have him settle his industrial difficulties himself. By 
keeping systematic and full records together with a follow-up 
system a mass of valuable industrial facts is secured by one 
of the most economical and effective methods. 


FURTHER 


Mr. T. B. Kinder, vocational secretary, Invalided Soldiers 
Commission of Canada, now on duty with the Vocational 
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Educational Rehabilitation Division at Washington, stated 
that the United States goes farther than any other country 
in the care of its fighting men in that it provides that any 
man entitled to compensation as a result of his injuries may 
be provided after his discharge from service with a course 
of training at the expense of the government. In Canada 
every case is considered individually in the light of every 
factor with a possible bearing. This plan has been adopted 
also by the federal board at Washington in dealing with 
American soldiers. One of the most important factors in 
this connection is the man’s educational history. His indus- 
trial history is also of great importance. The disabled man 
must have the will to succeed with his reeducation and suc- 
cessful placement. The man elects his course, but he must be 
assisted to select wisely and in the light of all the information 
with which his vocational advisers can provide him. A careful 
medical examination is made to determine the man’s abilities, 
and medical and technical experts are consulted. In Canada, 
1,347 men have completed courses of reeducation for new 
occupations; 1,868 are at present taking courses. More than 
2,000 men are taking courses during convalescence. Many of 
the men receiving active treatment in bed are being trained 
vocationally. The large majority of men completing courses 
are in positions as good as were held before their service, 
and many are vastly better off. They are self-supporting, 
capable members of the community, fulfilling their duties in 
peace as they did in war. There is now before Congress a 
bill to provide for vocational rehabilitation for the injured in 
the industries and their return to employment. Of the men 
returned to Canada unfit for further military service only 
about 10 per cent. required reeducation for other occupations. 
An interesting fact also is that up to June 1, 1918, out of 
nearly 30,000 disabled men returned to Canada less than 1,500 
had suffered a major amputation. The commission has proved 
the value of the occupation for mind and body of the men. 
It is disciplinary both for the disabled man himself, in that 
it prevented that moral.and social deterioration always the 
result of prolonged idleness, and in the institution itself. 


WHAT PENNSYLVANIA IS DOING 


Mr. Lew R. Palmer, acting commissioner of the state 
department of labor and industry, said that 50,000 jobs are 
open and waiting in Pennsylvania for disabled soldiers 
returning from France. Industrial accidents in this state in 
two and a half years, ending July 1, have crippled more men 
than were crippled in the Canadian army in four years of 
war. Pennsylvania was the first state in the Union to take 
steps toward providing employment for the blind and the 
crippled after the war. Seven months before Congress 
adopted the rehabilitation act, Pennsylvania, through the 
department of labor and industry, submitted questionnaires 
to 900 industrial plants to ascertain in what capacity each 
plant could employ the disabled war veterans. Of the 50,000 
jobs awaiting the crippled heroes, 47,000 are in industrial 
work; 900 are clerical; 16 are in agricultural lines, and 
1,200 are miscellaneous. The number of amputations due to 
industrial accidents in this state were 3,798 in two and a half 
years, while in the four years of war Canada’s army had only 
1,200 amputations. In Pennsylvania, 1,157 eyes were lost as 
the result of industrial accidents, while up to last spring only 
thirty-four Canadian soldiers had been blinded. 


EMPLOYMENT OF DISABLED SERVICE MEN 


Mr. Frederic W. Keough, of the National Association of 
Manufacturers, pointed out that manufacturers will go the 
limit in appreciation and care of the injured. Bringing the 
physically unfit and disabled men to an irreducible minimum 
is a national obligation. If disabilities make it inadvisable 
for a man to follow his former occupation, he should be fitted 
for a new occupation by appropriate training. The greatest 
number of openings undoubtedly are in the clerical fields. 
In France, blind soldiers have been trained to take dictation 
on a special machine and to transcribe their notes rapidly and 
accurately. Among the industries open to disabled men are 
the plate glass, machinery building, boiler-making and print- 
ing. In the underwear industry many firms have offered to 


take disabled men, one firm even offering to employ them up 
to one sixth of the operating force. 


For men who have 
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suffered the loss of their arms, the chemical industry is par- 
ticularly inviting. The large number of processes that require 
little manual labor but careful watching make it possible to 
employ men lacking both arms. One chemical firm in Mary- 
land has offered to take fifteen such men and train them to 
watch processes. An Ohio chemical firm has made a similar 
offer. An electrical manufacturer in the United States has 
liscovered that blind men can be employed with great success 
n winding armatures. Many and varied industrial oppor- 
‘unities have been offered, proving that no industry is 
entirely closed to these workers. It has been the experience 
f firms already employing disabled men that they are so 
keenly appreciative of the opportunity offered that their spirit 
f willingness more than makes up for the disability. The 
matter, however, has been most aptly summed up by a New 
England firm, which says that the crippled workers in its 
employ are so satisfactory that the firm has often wished it 
had more such employees. 





Book Notices 


Mopern Dentistry. By Joseph Head, M.D., D.D.S., Dentist to the 
jefferson Hospital, Philadelphia. Cloth. Price, $5 net. Pp. 374, with 
309 illustrations. Philadelphia: W. B. Saunders Company, 1917. 

The author has attempted to cover most of the different 
branches of dentistry, a difficult thing to do, since no one 
individual can be equally well informed on such diversified 
subjects. The chapter devoted to the care of the teeth is 
well worth reading, and the clear pictures illustrating the 
proper methods of brushing and otherwise caring for the 
teeth will be helpful to those who have not given this subject 
sufficient attention. Some of the conclusions arrived at by 
the author as a result of his research work are rather startling. 
For instance, he goes into great detail and has constructed 
elaborate instruments to prove that decalcified enamel can 
be rehardened. One cannot but admire the writer’s enthu- 
siasm, although his conclusions will hardly be accepted with- 
out further verification. The author states that if the pulp of 
a tooth is destroyed mechanically under a local anesthetic 
and the root canals filled, the dentin will still live and be 
nourished by the peridental membrane. This is not in accor- 
dance with biologic principles as understood by scientists; if 
true, the works of Black and others will have to be com- 
pletely revised. 

Under the head of vaccines in the treatment of mouth 
infections, the author cites some remarkable cures of secon- 
dary conditions following their administration. One cannot 
but wonder if the writer has not attributed too much virtue 
to the vaccines and not enough to the surgical removal of the 
primary mouth infection. 

There are chapters on filling teeth, orthodontia, prosthetic 
appliances, roentgenography, etc. The pictures made from 
roentgenograms have been fairly well selected, and they are 
clearer and their outlines more distinct than is usually seen 
in such publications. The illustrations are numerous and 
excellent. 


Tue Action or Muscies, Inctuptnc Muscre Rest ann MuscLE 
Reepucation. By William Colin Mackenzie, M.D., F.R.C.S., F.R.S., 
Member of the Council of the Anatomical Society of Great Britain and 
Ireland. Cloth. Price, $3. Pp. 267, with 99 illustrations. New York: 
Paul B. Hoeber, 1918. 

This book will -be of especial value to those having in 
charge the reconstruction of the soldier who has suffered 
injury to muscles with loss of function. So impressed is 
Mackenzie by the importance of scientific rest and reeducation 
of muscles that he advocates having as a principal feature 
in every orthopedic institution a department of myology. 
Massage and electricity should be entirely subsidiary agencies. 
As one reads his book one is convinced of the ignorance of 
the ordinary surgeon and of many orthopedic surgeons as to 
these important matters. The principles underlying the treat- 
ment of weak muscles are clearly set forth, with details for 
the application of these principles in the care of separate 
muscles. Diagrams and other illustrations aid one to under- 
stand the technic. 
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Liability of Insurer for Medical Aid Depends on Notice 


(American Indemnity Co. v. Nelson et al. (Tewas), 201 S. W. R. 686) 


The Court of Civil Appeals of Texas reverses a judgment 
for $150 against the indemnity company that the parents 
of a boy obtained for the expense of medical services ren- 
dered by a physician during the first week after the boy 
had been injured in an employment in which the employees 
were insured by the company under the Workmen's Com- 
pensation Act of Texas of 1913, because there was no evi- 
dence that any notice of the boy’s injury was given to the 
company before the physician was employed by the boy's 
parents to treat him, or that the company knew of his injury 
during the time he was being treated. The court says that 
it seems to it that this statute is plain and unambiguous, and 
that by its plain terms no association or insurance company 
organized or acting thereunder in insuring the employees 
named in the act can be held liable for medical aid furnished 
an injured employee unless the insurer is given reasonable 
notice of the injury before such medical aid is furnished. 
The obvious purpose of requiring this notice to be given 
is to give the insurer an opportunity to select and contract 
with a physician of its own choosing. The final result of 
an injury to an employee and the consequent amount of the 
insurer’s liability may often depend on the medical treat- 
ment given during the first week of the injury, and charges 
for such treatment might be much less when done under a 
contract made by the insurer than when left to be deter- 
mined by evidence, which is often conflicting, of the reason- 
able value of the medical treatment. For these reasons it 
seems to the court entirely proper that before an insurer 
is made liable for money paid or incurred for medical aid 
furnished an insured employee, the insurer should be given 
an opportunity to furnish such aid. But whatever may be 
the reason for the statute the court thinks its language is 
plain and unambiguous, and it must be construed as making 
the liability of the insurer dependent on failure to furnish 
medical aid after reasonable notice of the injury. Statutes 
of other states similar to this one have been so construed. 
But the majority of the court does not think the right to sue 
for money paid or incurred for medical services rendered 
an injured employee is given by the statute to the employee 
only, but it takes the view that any person who pays for 
such medical aid or incurs liability therefor may sue the 
association and recover the amount so paid or incurred. 


Performing Necropsy to Ascertain Cause of Death 


(Woods v. Graham et al. (Minn.), 167 N. W. R. 113) 


The Supreme Court of Minnesota, in affirming an order 
sustaining a demurrer to defendant Graham’s answer, holds 
that it was no defense to an action to recover damages caused 
by a necropsy performed on the body of the daughter of the 
plaintiff, without the consent of the next of kin, that the 
defendant, as the attending physician, was unable to ascertain 
the cause of death and performed the necropsy for that pur- 
pose so as to be able to give a certificate, as required by law, 
stating the cause of death. The court says that the plaintiff 
brought this action to recover damages for a necropsy per- 
formed without her consent on the body of her daughter by 
defendant Graham. His answer admitted performance of the 
necropsy without the consent of the plaintiff, a widow, and 
set up as a defense that he was the county physician; that he 
attended the girl as a charity case in her last illness, and 
that a necropsy was necessary in order to ascertain the cause 
of death; that the undertaker in whose hands the body had 
been placed applied to him to execute the medical certificate 
required by law, stating the cause of death, and that he was 
obliged to perform the necropsy in order to be able to give 
this certificate. The answer alleged that the defendant made 
the necropsy in good faith, for the purpose of ascertaining 
the disease or injury which caused the death, and solely that 
he might be able to make and subscribe such certificate and 
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in order that a permit might lawfully be issued for the burial 
of the body; it was further alleged that the necropsy was 
made in a decent and scientific manner, and that no incisions 
were made that were not necessary in order to ascertain the 
cause of death. 

It was conceded that the plaintiff's consent to the necropsy 
was not obtained or asked for, and that she had no knowledge 
thereof until after the necropsy was performed. The defen- 
dant claimed freedom from liability on the ground that it 
was necessary to have the necropsy in order to discover the 
cause of death and to be able to give the certificate required 
by Section 4652 of the General Statutes of Minnesota of 1913. 
That section requires the undertaker to obtain and file a 
medical certificate subscribed by the attending physician, 
stating the disease or injury causing death, with contributory 
cause or complication, etc. Section 4654 provides that a 
burial permit shall not be issued except on the filing of a 
proper certificate of death. Section 4658 provides that no 
body shall be interred until a proper certificate of death has 
been filed and a permit issued. Section 4662 provides that 
any person wilfully refusing to perform any duties imposed 
by the act is guilty of a misdemeanor. 

The supreme court agrees with the trial court that the 
answer stated no defense to the action. The sections of the 
statute referred to do not in terms authorize a necropsy to 
ascertain the cause of death. This court is unable to hold 
that they authorize it by implication. Section 8745 makes it 
a gross misdemeanor to dissect the dead body of a human 
being, except in cases “specially provided by statute,” or 
where the direction or will of the deceased authorizes it, or 
where the coroner authorizes it, or where the “husband, wife, 
or next of kin, charged by law with the duty of burial, shall 
authorize dissection for the purpose of ascertaining the cause 
of death, and then only to the extent so authorized.” It 


cannot be held that this was a case “specially provided by 
statute.” 


No Injunction Against Unlawfully Practicing Medicine 
(Crowder v. Graham (Texas), 201 S. W. R. 1053) 


The Court of Civil Appeals of Texas holds that an order 
granting a temporary injunction in the suit of plaintiff 
Graham, as county attorney, to restrain defendant Crowder, 
a masseur, from unlawfully practicing medicine, must be 
reversed and judgment rendered vacating the order and the 
writ issued thereunder. The court says that it is of the opin- 
ion that the offense of “unlawfully practicing medicine,” 
within the meaning of the provisions of Chapter 6, Title 12, 
of the Penal Code, is not a “trade, business, or occupation 
injurious to the health of those in the neighborhood,” within 
the meaning of Article 694 of the Penal Code and of Article 
148 of the Code of Criminal Procedure, authorizing the issu- 
ance of a writ of injunction after indictment or information 
has been filed alleging such offense. Article 694 prescribes 
as a punishment a fine of not less than $10 nor more than 
$100, while by Article 756 the punishment prescribed for the 
unlawful practice of medicine is a fine not less than $50 nor 
more than $500, and by imprisonment in the county jail for 
a term not exceeding six months; and those articles are in 
separate and distinct chapters of the statutes. The acts 
denounced as an offense in Article 694 constitute a public 
nuisance under the common law. The court is of the opinion 
that such is the only character of acts made an offense by 
that statute, as indicated by those acts described in other 
articles of the same chapter, which are specifically made 
criminal offenses and specific penalties are prescribed there- 
for, and that by Article 148 of the Code of Criminal Pro- 
cedure it was not intended to authorize the issuance of writs 
of injunction to restrain the commission of such an offense 
as the unlawful practice of medicine. It is well settled that, 
in the absence of some statute specifically authorizing it, an 
injunction will not lie to restrain the violation of a penal 
statute, simply because the act enjoined is denounced as an 
offense, but that an injunction will lie to restrain the act, 
even though it is an offense, if it constitutes a public nuis- 
ance under the common law. The court is of the opinion, 


however, as indicated above, that the business followed by 
the defendant would not constitute such a public nuisance. 
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Society Proceedings 


COMING MEETINGS 


American Public Health Association, Chicago, Dec. 9-12, 
Medical Association of Porto Rico, Ponce, Dec. 14-15, 

Southern Surgical Association, Baltimore, Dec. 17-19. 

Western Roentgen Society, Chicago, Nov. 20-22. 


MEDICAL SOCIETY OF THE STATE 
OF PENNSYLVANIA 


Sirty-Eighth Annual Session, held at Philadelphia, Sept. 23-26, 1919 
(Continued from page 1608) 


New Medical Conditions, and Developments in Previously 
Recognized Complaints, Due to War Emergency 

Dr. J. M. Anpvers, Philadelphia: The enhanced virulence 
of the streptococcus is the most important problem in dealing 
with infections of soldiers in the present war. The mortality 
rate in empyema due to Streptococcus hemolyticus is not less 
than 75 per cent., while in the form due to the pneumococcus. 
recovery is the rule. The most approved treatment is aspira- 
tion, repeated as often as necessary, and intrapleural disin- 
fection with neutral solution of chlorinated soda. Prophy- 
lactic vaccination against pneumonia with the hemolytic 
streptococcus and pneumococci of Types I and II is advised. 
In the various forms of disordered heart action in soldiers, 
the patient must not be permitted to entertain the notion that 
he has a diseased heart. In the higher incidence of tuber- 
culosis in certain foreign countries, the cause in the majority 
of cases apparently is endogenous, while a considerable 
percentage may be attributed to primary exogenous infection. 
According to Sergent, the most trustworthy physical signs 
of a lesion of the parenchyma of the lung are “dulness, hemop- 
tysis, increased fremitus, ‘clicks,’ and a veil or shadow at 
the apices, fixed, not modified by cough with striae and fly 
spots on the plate.” In my view, the examiner of recruits 
should rely quite as much on a history, presence or absence 
of fever, the pulse, detection of bacilli in the urine and of 
antibodies in the blood, as on the physical signs and roentgen- 
ray findings. Also tuberculous lesions should be searched 
for in all other organs of the body besides the lungs. The 
tests to be applied to keep the latent cases of tuberculosis 
out of military service cannot be too stringent. 


DISCUSSION 


Dr. THomas McCrae, Philadelphia: Dr. Anders draws 
attention to the presence in the Army of problems other than 
surgical. The cases of disturbed heart action are the bane 
of every medical man in the Army. Infection plays a very 
small part. This is true also of internal gland secretion. The 
overwhelming factor is the nervous element. There is noth- 
ing concerned with the disordered heart action as seen in 
the Army that one does not see in civil life. Dr. Anders 
suggests the possibility of aggravation by the strain of war; 
many of the men never get to war. One very big problem 
is the part played by tobacco. I think it is agreed that while 
tobacco may not have been the original cause of the con- 
dition, it plays a large part in aggravating it when once 
present, and it is a very difficult problem to handle in the 
Army. When the quantity of tobacco used by a man amounts 
to forty cigarets a day it must be realized that he is taking 
a drug that poisons him. The question of the proper allow- 
ance of tobacco to men with disturbed heart action should 
be considered. Regarding the question of a certain number 
of men being sent back from the French front line with a 
diagnosis of tuberculosis when only a certain proportion had 
the disease, I think there is no reflection on the diagnostic 
ability of the French surgeons. It is to be remembered that 
all these men had lost weight, and the majority had acute 
bronchitis with bloody sputum; signs were probably present 
throughout the lungs. To say whether or not they had acute 
tuberculosis passes the ability of any man up in the front 
and of the man in the base hospital until he has time to 
observe them. 
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Coordination of Laboratory and Clinical Researches 
’ in Pneumonia 


Dr. S. Sorts-Conen, Philadelphia: 

loURNAL, June 1, 1918, p. 1635. 
DISCUSSION 

Dr. Davin RresmMan, Philadelphia: In no disease is the 
‘lose cooperation of laboratory workers and clinicians more 
pportune than in pneumonia, the most fatal and most serious 
infectious disease we have to deal with in this climate. I 
cannot feel that quinin is a specific in pneumonia. Of serums 
we have only one that is of value. The problem of pneumonia 
must be attacked more from the point of prevention than 

therto. From the standpoint of a sanitarian and a physi- 
cian, one of the most important discoveries is that a healthy 
carrier may spread the disease. 

Dr. Georce D. Heist, Philadelphia: In our research work 
we found that the serum of one man who had received 5 
and sometimes 10 grains of quinin dihydrobromid every three 
hours over a period of a number of days killed pneumococci 
with great regularity after an exposure for twenty-four 
hours. In other cases the pneumococci were very decidedly 
inhibited in their growth. The bactericidal elements in the 
serum was proportionate to the quantity of quinin received 
by the patient. The dihydrobromid was the most active salt. 
The serums of recovered patients and of those who received 
no quinin showed no bactericidal action. Dr. Cohen had 
long pointed out to us that the patient with pneumonia does 
not feel the quinin as does one not having the disease. This 
observation was confirmed by me in our work. 

Dr. S. Sotts-CoHeNn, Philadelphia: Quinin has never been 
put forth as a specific in pneumonia. Midway between the 
expectant treatment and treatment by serums and bacterins 
is the definite method of the treatment by quinin: quinin 
given in a definite way and for a definite purpose. In my 
own experience no other medicinal treatment is equal to it. 


See abstracts in THE 


Laboratory Methods: Their Value and Practicability 
in General Medicine 


Dr. M. Howarp Fusse.t, Philadelphia: I wish to plead 
for accurate diagnosis, possible only by history taking, 
thorough physical examination, and routine laboratory exami- 
nations. The man does not live who can guess at conditions 
and not sooner or later take a cropper. I would advise the 
man not educated in the more accurate diagnostic methods 
to associate with himself a young man who can do this routine 
work for him. 

DISCUSSION 


Dr. Henry Ruea Dovuctras, Harrisburg: A boy, aged 9 
years, was treated for years for an eye condition accompanied 
by anemia and glandular enlargement. Subsequent labora- 
tory examination revealed a + +++ Wassermann reac- 
tion, 

Dr. H. W. Mitcuett, Warren: Laboratory study practically 
settles all doubt in diagnosis in a large group of patients 
admitted to the hospitals for the insane. 

Dr. Paut G. Weston, Warren: I would enter a plea for 
the more frequent use of lumbar puncture for diagnostic 
purposes. The technic is simple and does not require extraor- 
dinary skill. The chemical analysis of the blood should 
accompany urinalyses. 

Dr. Cuartes Rae, York: To be borne in mind in making 
our diagnoses is the relative unimportance of negative find- 
ings. I would emphasize the importance to every man with 
a large practice of having a trained assistant to do his 
laboratory work. 

Some Drug Eruptions 

Dr. M. B. Hartzett, Philadelphia: A large number of 
drugs produce eruptions, but relatively few affect all indi- 
viduals. The same drug does not always produce the same 
form of eruption. The iodids usually produce an acneifurm 
eruption, but may cause more serious conditions; the same is 
true of the bromids. The hypnotics frequently produce erup- 
tions of varying character; those resulting from the adminis- 
tration of barbital are often accompanied by severe itching 
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and burning; a chronic pruritus may be a symptom of opium 
addiction. The preparations of arsenic occasionally produce 
herpes zoster; they cause a variety of keratosis possibly 
followed by epithelioma. Arsphenamin sometimes causes a 
violent dermatitis with symptoms of nephritis. In the pres- 
ence of an unusual form of eruption, the possibility of its 
drug origin should be considered. 


DISCUSSION 

Dr. Jutrus H. Comror, York: In one case the adminis- 
tration of 270 grains of potassium iodid, three times a day, 
in ascending doses, for almost three months failed to produce 
the least suggestion of a rash, yet in another case the admin- 
istration of 3 grains developed a most intense rash. Rather 
than advise routine ascending doses, it would seem better 
practice to treat each case as an individual entity, and on 
the ‘slightest evidence of a rash, either diminish or interrupt 
the dose; also by giving more attention to the emunctories 
during the administration of bromids, iodids, etc.. we should 
be meeting in a better way the prophylactic requirements of 
the problem. 


Follow-Up System of the Pennsylvania Department of 
Health for Former Tuberculous Patients 


Dr. Kart Scuarrie, Harrisburg: The follow-up system of 
the Pennsylvania Department of Health for the tracing and 
reporting of patients discharged from the state sanatoriums 
and dispensaries consists in actual face-to-face inquiry and 
inspection of the former patient by the dispensary nurse who 
has been intimately acquainted with his physical condition 
and economic status during his enrolment as an active caSe. 
One hundred and thirty nurses carry on these special investi- 
gations throughout the state in addition to their supervision 
of the home care of those in regular attendance. Such fol- 
low-up visits are made for a period of two years after the 
patient’s discharge, at intervals of six months. 


DISCUSSION 

Dr. B. Franxitn Royer, Harrisburg: In dispensary and 
sanatorium treatment some such follow-up system must be 
relied on to prove the end-results. The campaign of tuber- 
culosis is almost wholly an educational one; we aim to teach 
the individual how he should live in order that Nature may 
effect the cure. After all, it is a question of food and open 
air, rest when needed and exercise when needed. It is a 
careful direction of the habits of life which results in the 
cure of the individual once infected, and it is a question of 
teaching that individual such methods of living that he will 
not infect the children who surround him. It will take from 
twenty-five to fifty years of just such an intensive educational 
drive in order to reach a point where our final statistics will 
show. 

Dr. Cnarces H. Miner, Wilkes-Barre: One part of the 
work in the dispensary is of special interest today, and that 
is to look up the soldiers who register and who have been 
rejected by the draft boards and the Army camps for tuber- 
culosis. At this time, of course, that is of greater importance 
than almost any other feature of the tuberculosis work of 
the department because many of these men have never sus- 
pected that they had any trouble of that kind and they 
especially should be sought out and urged to secure some 
advice and treatment. Many of them are very skeptical about 
having any trouble and are patients who need the advice of 
the nurses and the physicians at the dispensary. 

Dr. Kart Scuarrie, Harrisburg: We have received 
through the cooperation of Major Murdock, who is in charge, 
the names of more than 1,200 draftees rejected by selective 
service boards throughout the state, and we write a letter 
to each man so rejected telling him that we have received 
confidential information that he has been rejected on account 
of tuberculosis and advising him to seek treatment through 
his family physician, or through a private institution if he 
can afford to do so, or, if not, through the department by 
means of its dispensaries and sanatoriums. We follow up 
that letter by sending a dispensary nurse from the dispensary 
nearest the man’s home to call on him personally, and to 
explain the matter at great length, and to urge that he seek 
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treatment because practically all of these cases are the early 
cases, cases that are curable. We have the same difficulty, 
however, that we have with the average incipient case. A 
great many of these persons refuse to believe they have the 
disease. 
Present Status of the Treatment of Syphilis 

Dre. Jay F. Scuampberc, Philadelphia: There are three 
recognized drugs in the treatment of syphilis—arsphenamin, 
mercury and the iodids. Arsphenamin is generally recognized 
to be the remedy of paramount value. Its effect on symptoms 
is due to the fact that it has a powerful destructive effect on 
the spirochete and that it may be administered in large 
dosage. Arsphenamin is fifty times less toxic for experi- 
mental animals than is mercury. Arsphenamin likewise has 
a roborant or tonic effect which mercury does not possess. 
The spirochete is vulnerable to arsphenamin and to mercury. 
The iodids do not appear to have direct destructive influence 
on the spirochete. Wechselmann has warned against the use 
of mercury precedent to the use of arsphenamin, on the 
grounds that most of the arsphenamin fatalities are due, in 
large part, to renal insufficiency, and that in the majority of 
cases it was mercury that damaged the kidneys. My belief is 
that the use of three inunctions of mercury a week is a 
valuable measure to associate with the use of arsphenamin, 
particularly in the primary and secondary stages of syphilis. 
No one is in an authoritative position today to state how long 
the treatment of syphilis should continue. Too often the 
physician will cease treatment after a single series of 
arsphenamin injections and perhaps a course of mercury, 
because the Wassermann reaction has become negative. 
Experience proves that such a course usually requires the 
later resumption of treatment, with valuable time lost. While 
it is difficult to prescribe any routine formula, we may at 
least indicate an irreducible minimum of treatment. Before 
any patient with syphilis is discharged from observation, a 
diagnostic spinal puncture should be made. 


DISCUSSION 

Dr. Francis X. Dercum, Philadelphia: Arsphenamin has 
been used extensively at the Jefferson Hospital, and I have 
used it in the exudative form and in the form represented 
by tabes and paresis. Our experience with regard to paresis 
has been that not infrequently we had remissions. I am 
glad to hear Dr. Schamberg say he uses inunctions every 
other day. In the old days they were used every day. I use 
half a dram of mercury every other day with arsphenamin 
and feel my way. I think we use the drug too frequently. 
There ought to be an interval of ten days or two weeks. Very 
frequently I allow an interval of two weeks. 


A Method of Tracheotomy Without Loss of Blood 


Dr. Donato GutHriz, Sayre: The low operation: of 
trachetomy, unless there is an enlargement of the thyroid. 
is the more suitable for all cases—even the struggling child. 
The child is wrapped in a blanket or sheet to control its 
struggling and placed on the table. A pad of some sort is 
put under the shoulders, and the head is hung over the end 
of the table—steadied by an assistant. The operator stands 
on the right hand side of the table and, steadying the skin 
with the left hand, makes an incision in the midline of the 
neck from 1% to 1% inches long. The skin and the super- 
ficial fascia are incised and the wound is held open by a 
pair of catspaw retractors which should not be more than an 
inch in breadth. When the deep cervical fascia is cut, the 
parallel branches of the anterior jugular veins are seen in 
the wound. The retractors are reset to pull these veins aside, 
and the sternohyoid and sternothyroid muscles are separated 
by blunt dissection. If care can be exercised during this 
step of the operation, the muscles can usually be separated 
without injury to the thyroid ima beneath. The retractors 
are again reset, the left blade holding aside the skin, the 
fascia and the two muscles, and the right blade the skin 
fascia, the muscles and the thyroid ima vein. This exposes 
the trachea to view. It is incised, the head is straightened, 


and the tracheotomy tube inserted. This method has been 
employed fourteen times in all types of cases. 
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Dr. Georce P. Mitter, Philadelphia: From my own 


thought and experience I mostly disagree with Dr. Guthrie. 
Surgeons know the exact anatomy of these structures. They are 
used to dealing with hemorrhage and do not have the slightest 
fear of it. It does not matter to a surgeon whether he does a 
high or low tracheotomy; but it seems to me that it is by 
no means as easy for the general practitioner to do the low 
operation as the high. When it comes to operation in emer- 
gency in a patient with diphtheria or membranes, or other 
choking condition in the upper air passages, the high opera- 
tion is preferable. A low tracheotomy is dangerous if sup- 
puration results, as it is liable to travel into the mediastinum. 


Anatomic Incision for Groin Surgery 

Dr. J. Norman Wuitte, Scranton, Pa.: An incision 3 inches 
long, three-fourths inch external to the spine of the pubes, 
commencing at and at right angles to Poupart’s ligament 
and extending toward the umbilicus gives access to the 
inguinal canal and round ligament, and extension downward 
and slightly inward exposes the femoral ring. If a femoral 
has been mistaken for an inguinal hernia, or vice versa, no 
new incision is required nor extensive prolongation of the 
one already made. The wound never fills with fluid, as often 
happens with other incisions. No blood vessels need be tied 
because none are cut. The incision is parallel rather than 
across the blood and lymph vessels. Leaving the blood and 
lymph supply intact infection is less frequent. Any opera- 
tion in the inguinal region can be performed through the one 
incision including appendectomy. 


DISCUSSION 


Dr. T. Turner Tuomas, Philadelphia: I have tried this 
incision in about a dozen cases. It does not give the same 
free and easy exposure of the canal as does the ordinary 
oblique incision. The novice would have trouble in locating 
the external oblique ring, but the experienced operator would 
not. Very few, if any, blood vessels are divided. There is 
enough advantage in the small numifer of blood vessels 
divided to warrant using this incision in spite of the little 
restriction in the exposure of the field. 


Thoracic Surgery 

Dr. Georce P. Mirer, Philadelphia: Pierre Duval has 
shown that the exposure of the lung and the removal from it 
of a foreign body is as safe as most other major operations, 
and not only enables us to remove the bullet but also to clean 
the pleural cavity of its contained blood clot. Shortly after 
the receipt of the injury, when reaction has occurred, ether 
is administered by the open method (an endotracheal appara- 
tus is not necessary), and an incision 9 or 10 inches long is 
made over the fourth or fifth rib. About six inches of the 
rib is then removed, and after cutting the intercostal mem- 
branes the pleura is carefully separated with the fingers above 
and below for some distance, to mobilize it. The pleural 
membrane is then rapidly divided the full length of the 
opening and a rib spreader is placed in position rapidly and 
sprung open. The lung is then taken by a pair of grasping 
forceps and pulled to the wound. If these maneuvers are 
done rapidly the mediastinum is steadied before the pneumo- 
thorax has had time to work injury to the circulation. The 
lung can then be drawn out onto the chest, the bullet easily 
felt, the lung incised over the bullet, which is removed, and 
the incision closed by one or two fine catgut sutures. Blood 
clots are scooped out, the cavity is gently mopped and dis- 
infected, if thought necessary, by ether (Duval) or perhaps 
by neutral solution of chlorinated soda. The lung is then 
replaced but still steadied by the grasping forceps and the 
pleura is closed. The muscles are next pulled together with 
catgut mattress sutures and the skin is sutured with silk- 
worm gut. No drainage should be introduced. Finally, the 
pneumothorax is emptied by aspiration. If it is determined 
not to search for the bullet, aspirate the pleural cavity on the 
slightest suspicion of the onset of infection, and if coverslip 


smears confirm suspicion, the chest must be opened and 
drained. 
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DISCUSSION 


Dr. Samuet J. Mectzer, New York: About eight years ago 
| constructed a simple apparatus for intratracheal insufflation 
for Dr. Carrel. I have seen many of his experimental dogs 
in which the thorax was transversely opened widely—double 
pneumothorax. These dogs recovered without having had 
an infection. In the course of the last year, I demonstrated 
to several hundred military officers anesthetized and curarized 
dogs with the chest wide open. The entire heart was exposed 
to full view. The animals were kept alive and with normal 
blood pressure by pharyngeal insufflation. I have often 
demonstrated a fact of practical importance, namely, that if 
artificial respiration was sufficient, the heart could be handled 
freely with impunity ; but even a slight touch of the heart ofen 
led to fatal fibrillary contractions if the artificial respiration 
was suspended or was insufficiently executed. 


Operation: Designed to Permit Future Child- 
bearing, Without Complications 


Dr. Jonn Cooxe Hirst, Philadelphia: My experience with 
this operation comprises a total of 141 cases. Not all these 
women were of child bearing age, though the majority were, 
but the same technic was used in all of them. I have seen 
no primary failures, and none of the cases have required a 
second operation, as far as I know. The result as to subse- 
quent delivery: Of forty-nine known cases, seven have 
become pregnant. Of these, two miscarried, due probably to 
overexertion, of which there was a definite history in each 
case. Five went through labor at term, one of them twice. 
Four of the five, including the one with two deliveries, show 
a very normal looking anterior vaginal wall, the surgical 
result is good, and they are symptomatically well. In the 
fifth case there is a measure of recurrence. The anterior 
wall sags considerably, but nothing like the extent of the 
previous cystocele. The patient is symptomatically well. 
Whether the cystocele will increase in size, it is as yet too 
early to determine. It seems to be stationary up to the 


present. 
(To be continued) 





INTERSTATE ASSOCIATION OF 
ANESTHETISTS 


Fourth Annual Meeting, held at Indianapolis, Sept. 25-27, 1918 
(Concluded from page 1607) 


What the Expert Anesthetist Should Be 


Dr. A. S. McCormick, Akron, Ohio: A specialist in any 
branch of medicine or surgery must have the foundation of a 
proper academic and professional education, with consider- 
able general experience and a great deal of special study 
and practjce of his chosen branch. Aside from this he must 
have a liking and aptitude for his specialty if he is to suc- 
ceed in it. Furthermore, he must devote his time exclusively 
to his particular line of work. In anesthesia these requisites 
would comprehend a collegiate course, followed by four 
years at an A 1 medical school, which gives proper attention 
to anesthesia in its curriculum and clinics, an internship in 
a hospital in which anesthesia is under the control and super- 
vision of experts, then postgraduate study in various centers 
where the latest methods of anesthesia may be studied and 
tried out, followed by intensive practice of the specialty in 
some chosen community in which there is an opportunity for 
becoming connected with several prominent surgical teams 
or hospitals in which surgery is on a distinct plane of excel- 
lence. Having achieved this much, the anesthetist owes it to 
himself to maintain an equipment of apparatus that will 
enable him to meet the anesthetic requirements for any 
surgical procedure with safety and comfort to the patient and 
Satisfaction to the operator. 


The Anesthetist on the Hospital Staff 
Dr. Isapecta C. Hers, Chicago: In accepting a staff posi- 
tion at any hospital, the anesthetist should assume all the 
duties and responsibilities applying thereto with a sense of 
their seriousness, for life itself is being entrusted into his 
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keeping. As a member of the staff he is virtually a consul- 
tant, and if he is at all competent he will be in a position 
to advise with regard to the proper preparation of all patients 
for anesthesia and operation. He must know how to care for 
patients postoperatively so that no matter how hazardous or 
desperate the operative procedure or how difficult the anes- 
thesia, the patient’s convalescence can be assured and pro- 
tected from untoward incidence of shock, hemorrhage, pneu- 
monitis or toxemia. 

If he is staff anesthetist to a teaching hospital, he should 
constantly be working out the newer problems in his specialty 
and utilizing the interns and nurses at his disposal for the 
technical phases of this clinical or research activity. As a 
member of the staff, the anesthetist should take an especial 
pride in the anesthetic and operative records of his hospital. 
If the institution provides the opportunities and facilities for 
giving postgraduate instruction in anesthesia, the staff anes- 
thetist should develop himself to the point at which he can 
handle this additional responsibility with credit to himself, 
his hospital and with satisfaction to his students. The staff 
anesthetist should participate as much as possible in the 
experimental phases of hospital and faculty research that has 
any anesthetic interest, so that this phase of the research may 
be coincidentally developed and recorded. 


The Downtown Anesthesia Clinic 


Dr. Ratpo M. Waters, Sioux City, Iowa: For a long 
time there has been a widespread need for some sort of 
facility for performing minor surgical and dental procedures 
without taking patients to the hospital. This need has been 
felt by surgeons and dentists alike, and within the past few 
years some effort has been made to meet it by the establish- 
ing of so-called downtown anesthesia clinics in some of the 
larger cities of the country by specialists in anesthesia. These 
clinics are situated, as a rule, in buildings especially arranged 
for professional service, and within easy access of all means 
of transportation. These clinics are in charge of some spe- 
cialist in anesthesia who arranges the apartment to care for 
patients before, during and after operation, and provides all 
facilities for the surgeon or dentist to perform any operation 
that may be desired, under safe and efficient anesthesia, 
administered by an expert and with proper nursing assis- 
tance, if required. In this way the busy surgeon and dentist 
can accomplish operative procedures without discommoding 
himself or his own offices, also being relieved of the prepara- 
tion and after-care of the patients. These clinics have been 
unusually successful. All professional arrangements with 
regard to patient and operation are made through the physi- 
cian or dentist, and all financial arrangements for the service 
rendered direct with the patient. 

Such a clinic must have several retiring rooms fitted for 
the preparation and after-care of patients, an operating clinic 
adapted to any minor surgical or dental procedure, with the 
best of equipment, and a business office. The staff is com- 
posed of the anesthetist and an office attendant, and one or 
more trained nurses as the work done may require. 


Anesthesia in the Curriculum and Clinic 


Dr. Wittis D. Gatcn, Indianapolis: The development of 
modern surgery has resulted not only in improved methods 
of administering anesthetics, but also in an intensive study 
of shock, postoperative complications, and the by-effects of 
anesthetic agents in relation to the resistance of tissues to 
disease. Thus instruction in anesthesia must be broadened to 
include all that is important in this collateral material. To 
meet this requirement, as a professor of surgery, I empha- 
size the study of surgical physiology in the second year of 
the medical course, in which are included all pertinent data 
regarding anesthesia in its relation to surgical technic and 
its effects on the patient. Only after the students have been 
well grounded in these essentials are they inducted into the 
routine administration of anesthetics. In the clinical work 
of the third and fourth years the same matters are fre- 
quently emphasized at the bedside and in the operating room. 
By this method we dispense with the necessity of a formal 
course, and present the subject of anesthesia in its proper 
relations to clinica? medicine and operative surgery. 
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Titles marked with an asterisk (*) are abstracted below. 


American Journal of Diseases of Children, Chicago 

1918, 16, No. 5 

*Infant Feeding. High Protein Feeding vs. High Calcium Absorp- 
tion as Cause of Increase in Body Temperature of Infants. 
A. W. Bosworth and H. I. Bowditch, Boston.—p. 279. 

! *Effect of Alkali and Malt Preparations on Retention of Calcium 
in Infancy A. Sato, Japan.—p. 293. 

*Relative Efficiency of Different Mercurial Preparations in Treat- 
ment of Congenital Syphilis in Infants and Children. W. R. 
Ramsey, St. Paul, and M. R. Ziegler, Minneapolis.—p. 299. 

+ Case with Vascular, Joint, Muscle and Skin Disturbances of 
Uncertain Etiology. R. M. Smith and W. R. Sisson, Boston. 
—p. 307. 

*Migraine in 
Haven, 


November, 
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uw 


Childhood; 
Conn.—p. 312. 


Report of Case. W. Tileston, New 


1. Calcium Absorption—The experiments reported on by | 


tosworth and Bowditch show that the ingestion of large 
amounts of calcium and the absorption of this calcium as 
organic salts, if not accompanied by the ingestion of sufficient 
chlorin or phosphorus to permit of the formation of soluble 
salts will result in an accumulation of calcium in the tissues 
which is followed by a toxic condition and the elimination 
of calcium lactate in the urine. The toxic condition pro- 
duced when a high protein synthetic food was fed was 
probably the result of the high calcium content of the food, 
and not the result of the high protein content, the protein 
being responsible only to the extent that it is the carrier of 
the calcium in the form of calcium caseinate. Whether the 
toxic condition is the result of the accumulated calcium itself 
or to a calcium salt, possibly calcium oxalate, the authors 
are not prepared to state. 


2. Effect of Alkali and Malt Preparations on Retention of 
Calcium.—Sato’s experiments were made on the same child 
and with the same malt preparation in order to determine 
whether the beneficial effect on the calcium retention attri- 
buted to malt extracts is due to the extract itself or to the 
added alkali. He found that the addition of alkali to milk 
produced not only no favorable effect on the retention of 
calcium but a distinctly unfavorable one. 
without alkali acts beneficially on calcium storage. If malt 
soup has a favorable effect on calcium metabolism, it is not 
as a result of the alkali originally contained in it or added 
to it. Malt extract to which a considerable amount of alkali 
has been added seems to have a rather unfavorable influence 
on the calcium balance. 


3. Mercurial Preparations in Treatment of Congenital 
Syphilis.—A series of experiments was undertaken by Ramsey 
and Ziegler to determine, if possible, the extent of absorption 
of mercury into the circulation as indicated by the elimination 
in urine, when the ordinary methods and dosage were 
employed and the time during which mercury continues to 
be eliminated in the urine after the mercury has been dis- 
continued. The effects of the various forms of mercury on 
the kidneys as determined by the appearance of protein, casts, 
or blood in the urine, was also to be estimated when possible. 
In infants and children, mercury, when given by the mouth, 
by inunction or intramuscularly, is excreted at least partly 
by the urine. In new-born infants and older children mer- 
curial ointment when placed in contact with the skin, without 
any friction being used (protected and sealed by wax paper 
from being volatilized and inhaled), is taken up by the skin 
and excreted in the urine and continues to be excreted in 
the urine for a variable time after all treatment has been 
discontinued. By inunction (with rubbing) mercury is readily 
taken up by the skin and eliminated in the urine and con- 
tinues to be eliminated for a considerable time. When one 
inunction is given, the maximum daily amount of mercury is 
usually eliminated during the following twenty-four hours, 
smaller amounts being eliminated for a variable time. Where 
continuous inunctions are given there is an accumulation in 
the system and considerable amounts are‘eliminated at inter- 
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vals with only traces between. It is, therefore, probable tha: 
it is unnecessary to have mercury in contact with the skin 
either with or without rubbing as often or as long as ha: 
been generally thought necessary. This, however, must be 
determined by further clinical investigation. 

Mercuric salicylate suspended in oil and given subcuta- 
neously continues to be eliminated in the urine in appreciable 
amounts for eight days, or longer, the daily amounts elimi- 
nated varying widely. It is, therefore, probable that a 
repetition of the treatment, not oftener than at intervals of 
eight days would be sufficient. Mercuric chlorid by intra- 
muscular method continues to be eliminated for eight day: 
or longer. In all cases in which mercuric chlorid was used 
either by mouth or the intramuscular method protein was 
found in the urine. 

Calomel, 0.016 gm. every two hours for four doses, and 
gray powder, 0.03 gm. every three hours for three doses, con- 
tinued to be eliminated in appreciable amounts in the urine 
for as long as nine days; the maximum daily elimination 
usually occurred during the twenty-four hours following 
administration. It is, therefore, probable that the daily use 
of any of the mercurial salts in the amounts usually pre- 
scribed, is unnecessary and presumably harmful. 

5. Migraine in Childhood.—Tileston’s patient was 6 years 
of age. Since the age of 3 years, he had been subject to 
periodic attacks of headache, accompanied by vomiting. Ace- 
tone occurred abundantly in the urine at these times. The 
attacks came at intervals of from one to three months, as a 
rule, but had occurred as often as once a week. There was 
an aura the day before, consisting of pallor, nervousness and 
an abnormal appetite, usually poor, but sometimes increased 
to a pathologic degree. The headache was intense and always 
preceded the vomiting; it was bilateral and frontal in dis- 
tribution and accompanied by photophobia. The duration of 
the attack was about twenty-four hours. Between attacks 
the boy was well and free from headache. There has been 
a distinct intolerance of eggs; if he takes more than one 
egg a week he is almost certain to have an attack. He has 
not taken large quantities of meat. The treatment consisted 
in withdrawal from school, the correction of the refractive 
error and alteration of the diet. Throughout the month of 
Marsh no meat or fish was eaten. During April the child 
was put back on his former diet. It was now found that he 
had an increased tolerance for eggs, he has been practically 
free from headache since beginning of treatment, having had 
but one slight attack from March to June, 1918. 


American Journal of Ophthalmology, Chicago 
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6 Parinaud’s Conjunctivitis. (Leptothricosis Conjunctivae.) F. H. 
Verhoeff, Boston.—p. 705. 
7 Transient Relapsing Enophthalmos of Sympathetic Origin. J. de 


J. Gonzalez, Leon, Mexico.—p. 713. 

8 Glioma of Retina, Three Cases Treated with Radium. R. Duncan, 
Los Angeles.—p. 715. 

9 Plasmoma of Conjunctiva 
Japan.—p. 719. 

10 Solid Edema; Report of Three Cases. 
York.—p. 722. 
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W. B. Weidler, New 


Arkansas Medical Society Journal, Little Rock 
October, 1918, 15, No. 5 
11 Foreign Bodies in Trachea and Esophagus. R. Caldwell, Little 
Rock.—p. 84. 
12 Case of Meckel’s Diverticulum. E. E. Barlow, Dermott.—p. 86. 
Boston Medical and Surgical Journal 
Oct. 24, 1918, 179, No. 17 
13 Venereal Disease. C. M. Smith and O. M. Lewis, Boston.—p. 525. 
14 Rodent Ulcer. W. Beatty, Dublin, Ireland.—p. 527. 


Endocrinology, Los Angeles 
April-June, 1918, 2, No. 2 
15 Thyroid Hormone and Its Relation to Other Ductless Glands. E. 
C. Kendall, Rochester, Minn.—p. 81. 


16 Pituitary Body and Polyuria. B. A. Houssay, Buenos Aires.— 
p. 94. 


17 Seasonal Variation in Iodin Content of Thyroid. F. Fenger, 
Chicago.—p. 98. 
18 Confusional Insanity and Ovaries; Case History. G. H. Hoxie, 


Kansas City, Mo.—p. 101. 
Motzfeldt, Christiania, Norway.—p. 112. 


19 Diabetes Insipidus. K. 








Votume 71 
Numser 20 


20 Vascular Changes Produced by Epinephrin in Vertebrates. F. A 
Hartman, L. G. Kilborn ard R. S. Lang, Toronto.—p. 122. 

21 *Suppuration of Goiterous Thyroid Following Administration of 
Thyroid Extract. E. A. Tracy, Boston.—p. 143. 

2 Case of Parathyroid Insufficiency. A. F. Hertz, London.—p. 145 


21. Goitrous Thyroid Following Administration of Thyroid 
Extract.—When first seen Tracy’s patient, a woman, aged 51, 
was melancholic and sleepy in the daytime. She had a 
moderate-sized goiter. A half grain dessicated thyroid after 
each meal was prescribed. After a week’s administration of 
the material the right lobe of her thyroid became painful. 
The treatment was stopped. After two weeks the painful 
lobe reddened and a week later “broke,” three days after 
the patient, on her own volition, had applied a bread and 
water poultice. The mental condition cleared up rapidly 
after the administration of the desiccated thyroid. Tracy 
points out that this case illustrates the care with which 
thyroid extract must be given in such cases. In goiter, with 
myxedema symptoms, he should commence with half a grain 
of desiccated thyroid a day, and watch carefully for the 
least sign of trouble, such as slight pain in the thyroid. On 
its appearance he omits. the medication. Enough may have 
been given to awaken the dormant tissue to renewed activity. 
If not, one should carefully renew medication, and watch 
again. 
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Illinois Medical Journal, Chicago 
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23 Personal Experiences Concerning Operation for Senile Cataract. 
F. Allport, Chicago.—p. 185. 
24 Status Thymus Lymphaticus; Report of Case. 
Chicago.—p. 189. 
25 Focal Infection in Relation to Diseases of Eye. 


E. F. Garraghan, 


T. Faith, Chicago. 


—p. 193. 
26 Some Eye Injuries that Can be Prevented. W. O. Nance, Chicago. 
—p. 199. 


27 Treatment of Intranasal and Accessory Sinus Diseases. 
Stein, Chicago.—p. 202. 

28 Middle Ear Infections. C. E. Price, Robinson.—p. 204. 

29 Case of Multiple Sclerosis with Eye Findings. E. R. Crossley, 
Chicago.—p. 209. 

30 Ligature of Vessels to Arrest Hemorrhage after Tonsillectomy. 
H. R. Boettcher, Chicago.—p. 212. , 

31 Spontaneous Pulsating Exophthalmos. G. W. Boot, Chicago.— 
p. 217. 
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32 *Uric Acid Metabolism. I. Influence of High Protein Diets on 
Endogenous Uric Acid Elimination. H. B. Lewis and E. A. 
Doisy, Urbana, Ili.—p. 1. 

33 *Id.: Il. Proteins and Amino-Acids as Factors in Stimulation of 
Endogenous Uric Acid Metabolism. H. B. Lewis, M. S. Dunn, 
and E. A. Doisy, Urbana, Ill.—p. 9. 

34 Réle of Inorganic Sulphates in Nutrition. 
K. Rich, Madison, Wis.—p. 27. 

35 Methods for Determination of Phosphoric Acid in Small Amounts 
of Blood. W. R. Bloor, Boston.—p. 33. 

36 *Distribution of Phosphoric Acid in Normal Human Blood. W. R. 
Bloor, Boston.—p. 49. 

37 Cholesterol in Milk. W. Denis and A. S. Minat, Boston.—p. 59. 

38 Vitamin Studies. Catalase Activity of Tissues in Avian Poly- 
neuritis. R. A. Dutcher, St. Paul, Minn.—p. 63. 

39 Epimeric Hexosaminic Acids. P. A. Levene, New York —p. 73. 

40 Action of Nitrous Acid on Epimeric Hexosaminic Acids. P. A. 
Levene, New York.—p. 89. 

41 Colorimetric Determination of Phenols in the Blood. S. R. Bene- 
dict and R. C. Theis, New York.—p. 95. 

42 *Phenols and Phenol Derivatives in Human Blood in Some Patho- 
logic Conditions. R. C. Theis and S. R. Benedict, New York. 


A. L. Daniels and J. 


—p. 99. 
43 Mucins and Mucoids. P. A. Levene and J. Lépez-Sudrez, New 
York.—p. 105. 


44 *Antiscorbutic Property of Desiccated and Cooked Vegetables. M. 
H. Givens and B. Cohen, New Haven, Conn.—p. 127. 

45 *Colorimetric Estimation of Cholesterol in Blood, with Estimation 
of Coprosterol in Feces. V.C. Myers and E. L. Wardell, New 
York.—p. 147. 

46 *New Volumetric Method for Determination of Uric Acid in Blood. 
L. J. Curtman and A. Lehrman, New York.—p. 157. 

47 *Nutritive Value of Banana. K. Sugiura and. S. R. Benedict, New 
York.—p. 171. 

48 *Preparation of Antipolyneuritic Substances from Carrots and 
Yeast. K. Sugiura, New York.—p. 191. 

49 *Dietary Properties of Potato. E. V. McCollum, N. Simmonds and 
H. T. Parsons, Baltimore.—p. 197. 

50 Decreased Plasma Bicarbonate During Anesthesia and Its Cause. 
Plasma Carbon Dioxid, Blood and Urine Ketone, and Blood 
Catalase Analyses in Operative Patients. S. P. Reimann and 
G. H. Bloom, Philadelphia.—p. 211. 
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51 Inflwence of Certain Salts on Enzyme Action. 
Haven, Conn.—p. 229. 

32. Studies in Uric Acid Metabolism. I.—Normal men were 
maintained by Lewis and Doisy on purin-free high protein 
diets of high and low content in arginin and histidin. No 
differences in the excretion of uric acid following the inges- 
tion of these two types of high protein diet were evident. 
This would indicate that, under the experimental conditions 
of the present study, arginin and histidin function no more 
than the other constituents of the protein molecule in the 
stimulation of the output of endogenous uric acid following 
ingestion of a high protein diet. 


I. S. Falk, New 


33. Id. 11.—The subject of this experiment was a healthy 
young man, 22 years of age, and about 58 kg. in weight. 
During a period of over six months, a meat-free low protein 
diet, free also from purin-containing beverages, which may 
be considered as a purin-free diet, was consumed with the 
exception of a few meals during the holidays, at which a 
small amount of meat was taken. No attempt was made to 
secure a quantitative uniformity of the diet. On the evening 
preceding the day of an experiment, a light supper was 
eaten, and no further food was ingested until the completion 
of the day’s experiment, except the substance whose influ- 
ence on uric acid excretion was to be studied. 

Ingestion of purin-free protein food resulted in an 
increased uric acid output in the fasting subject, which 
reached its maximum the third and fourth hours after 
ingestion of the food. No quantitative differences in the 
action of three types of protein food, cottage cheese, egg 
white, and glidin (a wheat protein preparation), in their 
effect, were observed: Amino-acids also increased uric 
acid excretion, the maximum effect being produced within 
two hours after ingestion, more rapidly than in the case 
of the proteins. The effect of the amino-acids is con- 
sidered to be the result of a stimulation of uric acid pro- 
duction rather than of a more rapid excretion of the uric 
acid already present in the system, since successive doses 
of glycocoll on the same experimental day resulted in an 
increased elimination of uric acid in each case. Sarcosin, 
methyl glycocoll, an amino-acid which does not pass 
through the same path of catabolism as do the other 
amino-acids, did not influence uric acid excretion. 
Ammonium chlorid and urea, products of deaminization 
of the amino-acids, were also without effect on endogenous 
uric acid excretion. 

Since the secretory activity of the digestive tract is not 
stimulated by amino-acids, it is believed that the experi- 
ments as a whole speak aganst the hypothesis of Mares 
that the secretory activity of the alimentary glands is 
mainly responsible for the increased uric acid excretion 
observed after protein ingestion. It is suggested that the 
effect is to be considered rather as one due to a general 
stimulation of all cellular metabolism by amino-acids, the 
products of the digestion of protein. 

36. Phosphates in Blood.—On the basis of the results 
reported by Bloor, phosphoric acid compounds found in 
human blood may be divided into two classes: (1) the acid 
soluble—soluble in dilute acids and precipitated with the 
proteins by alcohol-ether—and (2) the lipoid-phosphoric 
acid compounds—soluble in alcohol-ether and precipitated 
with the proteins by dilute acids. The two groups are appar- 
ently sharply defined and since, in general, their sum is equal 
to the total phosphates, the presence of other forms of phos- 
phoric acid combination in blood in significant amounts is 
doubtful. 

42. Phenols in Blood.—Phenols have been determined by 
Theis and Benedict in eighty-three specimens of blood, cover- 
ing a variety of conditions. Although thirteen different con- 
ditions are represented, little difference in the phenol value 
can be detected and that value bears no relation to the amount 
of uric acid present. Three hernia cases averaged rather 
higher than the others, which perhaps is due to increased 
intestinal putrefaction. A polycythemia case had been treated 
with benzene for some time, but the phenol was not increased. 
Ten cases of sarcomas averaged higher than the others. 


44. Antiscorbutic Property of Vegetables.—To determine 
whether drying at various temperatures, or first cooking and 
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then drying vegetables, destroys the antiscorbutic properties 
of these foods, Givens and Cohen conducted experiments on 
guinea-pigs with cabbage and later with potatoes. A small 
daily addition of raw cabbage to a scurvy-producing diet was 
found to prevent scurvy in the guinea-pig. Cabbage dried in 
a blast of air at 40 to 52 C. retained some of its antiscorbutic 
value in that it would considerably delay the onset of scor- 
butic symptoms, thereby prolonging life. Furthermore, it 
could be employed as a dietotherapeutic agent if the signs 
of scurvy were recognized early enough. Low dried cabbage 
will prevent scurvy in the guinea-pig And initiate recovery 
from scorbutic symptoms, provided that the animal will con- 
sume a diet supplement of 1 gm. daily. Cabbage heated in an 
oven for two hours at 75 to 80 C., then dried at 65 to 70 C. 
for several days lost its antiscorbutic power. Cabbage cooked 
for thirty minutes, then subjected to drying for two days at 
65 to 70 C. exhibited no potency as an antiscorbutic. Pota- 
toes cooked and dried for two days at 65 to 70 C., in the 
amounts used, possessed nod antiscorbutic value. These experi- 
ments also indicate that roughage is not the determining 
factor in the course of scurvy in guinea-pigs. They also 
confirm the work of Cohen and Mendel in indicating that the 
antiscorbutic property is not identical with the so-called fat- 
soluble and water soluble dietary essentials at present recog- 
nized. 

45. Colorimetric Estimation of Cholesterol and Coprosterol. 
A method is described by Myers and Wardell for the colori- 
metric estimation of cholesterol in blood, in which the 
cholesterol is directly extracted from the blood with the 
solvent (chloroform) employed in the development of the 
color reaction, thus rendering the estimation very simple. 
A modification of the method is described whereby it is pos- 
sible to determine the coprosterol (?) of the feces. 

46. Uric Acid in Blood.—An experimental study of a num- 
ber of metallic salts as precipitants for uric acid in a solution 
alkaline with sodium carbonate was made by Curtman and 
Lehrman. The results showed that nickel is the best of those 
tried. A 0.0004 N iodin solution was found suitable for the 
estimation of small amounts of uric acid provided certain 
conditions are adhered to. Based on these considerations, a 
new method has been developed by the authors for the deter- 
mination of uric acid in blood, the chief features of which 
are: (a) The precipitation of the uric acid by means of 
nickel aceetate in a solution alkaline with sodium carbonate. 
(b) The estimation of uric acid in the precipitate by means 
of a dilute solution of iodin. The method was applied with 
good results to aqueous solutions of uric acid as well as to 
blood serum to which known amounts of uric acid were 
added. Low and inconsistent results were obtained when the 
method was applied to sheep’s blood to which known amounts 
of uric acid were added. This was shown to be due to the 
inadequacy of the procedure generally employed for the 
coagulation and preliminary treatment of the blood. The 
colorimetric method when used in the analysis of samples of 
the same blood also gave low and inconsistent results for the 
same reason. Comparison tests show that the voluretric 
method is fully as accurate as the colorimetric method, aad 
possesses the advantage of requiring no special apparatus. 

47. Nutritive Value of Banana.—Sugiura and Benedict 
present a study of the nutritive value of bananas as deter- 
mined by the maintenance and growth of albino rats when 
placed on a diet of bananas, or bananas together with certain 
supplementary substances. It was found that the banana is 
deficient in (a) protein and (b) the water-soluble accessory 
as a foodstuff. for the growth or maintenance of albino rats. 
A diet of bananas, purified casein, and yeast or carrot-extract 
is sufficient for the perfect growth and reproduction of the 
albino rat. Such a diet is not, however, adequate for the 
production of proper milk by the mother. This statement 
holds true whether the litter of young is large or small in 
number, showing that the failure in milk is qualitative in 
nature, and not simply a deficiency in the quantity of milk 
product. It is interesting to observe that a diet can be ade- 
quate for the production of young and for growth after the 
eyes of the young open, but inadequate for the proper pro- 
duction of milk. Purified casein supplements the banana other 
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than by the simple addition of protein. The casein in the 
ration cannot be satisfactorily replaced by washed and 
dialyzed beef. 

48. Antipolyneuritic Substances in Carrots and Yeast.— 
Sugiura’s experimental results show that the extracts of fresh 
carrots and crystalline substances from yeast preparation may 
cure polyneuritis in pigeons in those cases in which the dis- 
ease has developed quickly; namely, in about twenty days. 
However, these same substances did not prevent the poly- 
neuritic pigeons from death, if the symptoms appeared more 
slowly. 

49. Dietary Properties of Potato.—The results of studies 
made by the authors show that the dietary properties of the 
potato closely resemble those of the cereal grains. In this 
tuber the first limiting factor for growth is the relative short- 
age of the elements, calcium, sodium and chlorin, as has 
been found to be the case with the seeds thus far examined. 
The content of fat-soluble A is too low for the promotion of 
nutrition at the optimum, and the biologic value of the 
nitrogen which it yields seems to be of the same order as 
that of the cereal grains. The results on the value of the 
potato nitrogen for growth place it in a very different light 
from those reported by other investigators who have observed 
its value for the maintenance of nitrogen equilibrium in the 
adult. 


Journal of Pharmacology and Experimental 
Therapeutics, Baltimore 
September, 1918, 12, No. 2 
52 *Primary Depression and Secondary Rise in Blood Pressure Caused 
by Epinephrin. H. McGuigan and E. G. Hyatt, Urbana, III. 
—p. 59. 
53 Effects of Various 
Efficiency of Local 
—p. 71. 
54 Effects of Various Systemic Agents on Superficial Hemorrhage. 
P. J. Hanzlik, Cleveland.—p. 119. 


Agents on 


Superficial Hemorrhage and 
Hemostatics. 


P. J. Hanzlik, Cleveland. 


52. Depression and Rise in Blood Pressure Due to Epineph- 
rin.—In most dogs, especially mature animals in good health, 
the mtravenous administration of adequate doses of epi- 
nephrin (0.5 to 1 c.c. of 1: 10,000), after a quick rise in the 
blood pressure is followed by a rapid fall and a secondary 
rise. Various hypotheses were investigated by McGuigan 
and Hyatt. The cause of the secondary rise is apparently 
due to a central action of the epinephrin acting through the 
sympathetic ganglions. The basis for this belief is that the 
removal of the head or pithing of the brain prevents the 
occurrence of the phenomenon. Also paralysis of the ganglions 
with nicotin prevents it. It occurs after the sectioning of the 
vagi and the administration of atropin or pilocarpin. The 
vagus apparently is not involved in the mechanism. Artificial 
intracranial pressure during the administration of the epi- 
nephrin will cause similar changes in the blood pressure. 


Journal of Urology, Baltimore 
August, 1918, 2, No. 4 

55 *Acriflavine in Treatment of Gonorrhea. E. G. Davis and B. E. 
Harrell, Baltimore.—p. 257. 

56 *Urinary Antisepsis—Secretion of Antiseptic Urine Following 
Intravenous Administration of Organomercury Phthalein Deriva- 
tive. E. G, Davis, E. C. White and R. Rosen, Baltimore. 
—p, 297. 

57 *Id.: Secretion of Antiseptic Urine Following Intravenous Admin- 
istration of Acriflavine and Proflavine—Preiiminary Report. 
E. G. Davis and E. C. White, Baltimore.—p. 299. 

58 *Id.: Antiseptic Properties of Normal Dog Urine. 
and R. F. Hain, Baltimore.—p. 309. 

59 *Surgical Treatment of Gonorrheal Epididymitis. 
Cleveland.—p. 321. 


E. G. Davis 
M. E, Blahd, 


60 Calculus Impacted in Vesical Diverticulum Removed by High 
Frequency Cauterization. H. W. E. Walther, New Orleans. 
—p. 325. 


61 Classification of Disturbances of Sphincteric Control Resulting 
from Wounds and Contusions of Lumbosacral Region (With and 
Without External Wound). F. Cathelin.—p. 329. 


55. Acriflavine in Treatment of Gonorrhea—Davis and 
Harrell made an experimental and a clinical study of vari- 
ous diffusible antiseptics. Acriflavine was found to inhibit the 
development of the gonococcus in protein-containing mediums 
in a dilution of 1: 300,000. (Has 600 times the strength 


of protargol.) It will penetrate through the submucosa of the 
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urethra and bladder. It is nontoxic and only slightly irri- 
tating to the urethral mucous membranes. The average dura- 
tion of a gonorrhea under this treatment is distinctly less than 
with the usual methods. In an occasional case it seems with- 
out effect on the course of the disease. The authors have 
used dilutions varying from 1:2,000 to 1:1,100, and have 
found the 1: 1,000 most satisfactory; it is just as efficient as 
the more concentrated solutions and the smarting is less, in 
fact, with this strength it is almost negligible. There have 
been no complications following the use of a 1: 1,000 solution. 

In the anterior cases, about 3 c.c. of a 1:1,000 solution 
were injected into the anterior urethra the patient retaining it 
for five minutes. In the posterior cases 15 to 30 cc. were 
injected through into the bladder, distending the urethra and 
having the patient retain the dye in the urethra for five 
minutes and in the bladder till the next voiding. Injections 
should be given twice a day until all organisms have dis- 
appeared from the discharge and then once a day until the 
patient is considered well. All results were controlled by 
daily examination of smears from the urethral discharge and 
of the urine voided in three glasses. Recurrences were noted 
as is the rule with any form of treatment. A striking feature 
of this form of therapy appeared to be that in many cases the 
dye acts almost as a specific, while in an occasionaal one it 
seems without any effect whatever. 


56. Urinary Antiseptic Value of Chlormercury Fluorescein. 
—This paper is a discussion of the chemistry, antiseptic 
properties, toxicity and excretion of chlormercury fluorescein, 
a synthetic compound which, administered intravenously in 
minute doses, will cause the secretion of antiseptic urine, for 
a definite period of time, without injury to the animal. 
Chlormercury fluorescein is formed by the introduction of one 
atom of mercury into the fluorescein molecule. It is more 
effective in acid than in alkaline urine, in the case of both the 
colon bacillus and the staphylococcus. Even in alkaline urine, 
however, the development of both organisms was inhibited by 
a diluton of 1:10,000. (Phenol, in urine, permits a growth 
of the colon bacillus in a concentration of 1:1,000.) It is 
excreted by the kidney after intravenous injection as rapidly 
as is phenolsulphonephthalein. Nearly all of the dye is 
excreted by the normal kidney a short time after injection 
but this excreton is accompanied by a cleavage in the organ- 
ism into fluorescein and some form of mercury combination. 
The lack of toxic effects either immediate or cumulative after 
large and repeated doses makes it probable that the mercury 
may find its exit in the feces. No clinical value is yet claimed 
for this drug. 

57. Urinary Antisepsis with Acriflavine and Proflavine.— 
Preliminary experiments made by Davis and White indicate 
that acriflavine and proflavine may prove of value for inter- 
nal use in alkaline infections of the urinary tract. Chlor- 
mercury fluorescein is relatively more efficient in acid urine. 

58. Antiseptic Properties of Normal Dog Urine.—According 
to Davis and Hain normal dog urine, obtained by aseptic 
catheterization, shows a distinct antiseptic action, which is 
particularly marked against organisms of the colon typhoid 
group, less effective against Staphylococcus aureus, and 
entirely inert against at least one strain of Staphylococcus 
albus. This antiseptic action is not constant for all dogs, nor 
for the same dogs on all occasions. It was exhibited, how- 
ever, by the urine of one dog in twenty-nine out of thirty 
catheterizations. 

59. Surgical Treatment of Gonorrheal Epididymitis.—The 
operation recommended by Blahd consists simply in making 
an incision about one-half inch in length through the scrotal 
wall and tunica vaginalis, immediately over the most swollen 
area of the epididymis, and permitting the serous or purulent 
exudate to escape. If the fluid which escapes is serous in 
character, as is prevalent in the vast majority of cases, the 
incision is closed with one silkworm gut suture, one or two 
strands of catgut being left for drainage. The latter is gen- 
erally removed after twenty-four hours. If pus is present the 
incision is packed with a small strip of plain gauze and the 
wound allowed to granulate. Either a local anesthestic or 
gas is used. It is said that immediate relief is obtained from 
this simple procedure, and the patent is able to resume his 
duties in a few days and shortly thereafter to submit to treat- 
ment for his urethritis. 
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101 Treatment of Skin Diseases with Kromayer Lamp: Phototherapy. 
C. A. Simpson, Newport, R. L—p. 669. 
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Ark.—p. 675. 
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194 Clinical Data on Goiter. E. 
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G. Jones, Atlanta, Ga.—p. 682. 


105 Unique Case of Prostatic Abscess. G. F. Lydston, Chicago. 
p. 685 
106 *Treatment of Acute Diffuse Peritonitis. H. A. Gamble, Greenville, 
Miss.—p 686. 


107 What Local Surgeon Can Do in First Aid Work. 
Tullahoma, Tenn.—p. 688 
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Quanah, Texas.—p. 694 

109 Traumatic Intra-Ocular Hemorrhage. W. G. 
ham.—p. 696. 

110 Woody Phlegmon of Neck (Reclus): Report of Two Cases. T. C. 
Worthington, Baltimore.—p. 699. 

111 Pneumococcus Infection of Eye, Ear, 
Brose, Evansville, Ind.—p. 701 
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I. W. Cooper, Camp Shelby, Miss.—p. 705. 
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—Pp. 706 
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Crosse.—p. 180. . 
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British Medical Journal, London 
Oct. 5, 1918, 2, No. 3014 


1 State and Prenatal Hygiene. E. McConnell.—p. 365. 

2 Exercise Blood Pressure Test of Myocardial Efficiency. 
bert.—p. 366. 

3 *Pulmonary Fat Embolism and Its Relation to Traumatic Shock. 
G. E. Sutton.—p, 368. 

4 Surgical Cure of Uterine Prolapse. H. P. Costobadie.—p. 370. 

5 *Method for Immediate Treatment of Fracture of Femur on 
Battlefield at Site of Casualty. F. B. Chavasse.—p. 373. 

6 Splint for Fractured Shaft of Femur. H. E. Griffiths —p. 374. 

7 Acidosis and Hydrogen-Ion Concentration. W. M. Bayliss.— 
p. 375. 


G. Lam- 


3. Pulmonary Fat Embolism and Traumatic Shock.— 
Examination of a considerable number of battle casualties 
which have terminated fatally at a casualty clearing station 
has led Sutton to the conclusion that 10 per cent. have pul- 
monary fat emboli demonstrable by gross methods. He is 
convinced that this percentage would be increased if sections 
of lung tissue were stained for fat in all cases. Fat emboli 
have been found in cases of fractures, wounds involving fatty 
tissue and wounds penetrating the abdomen, with laceration 
of the liver. Sutton has particularly noticed that in compound 
fractures reaching a casualty clearing station with splints 
imperfectly applied, and where, consequently, immobility 
was not complete, symptoms, resembling “shock” were invari- 
ably present. He has seen pulmonary fat embolism more 
often following a compound fracture without comminution 
than with comminution. During a recent crisis, when 
patients had to be evacuated to casualty clearing stations 
more hurriedly than in ordinary times a number of cases 
were received, many in a profound state of “shock.” The 
blood loss in some was not great, as evidenced by the con- 
dition of their clothing and stretchers. Among these, few 
showed any response to resuscitation measures. 

In this series Sutton examined the lung tissue in eight 
cases, and found pulmonary fat embolism in six. Sutton 
does not claim that all fatal cases of shock are due to pul- 
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monary fat embolism, because the physical and chemical 
properties of lipemic blood are such that acidosis cannot be 
avoided, and it is still to be proved whether the terminal 
mechanism is not the same. The occurrence of pulmonary 
fat embolism in the war area is much more frequent than 
has been suspected, owing, probably, to lack of thorough 
examination of lung tissue for evidence of fat. Associated 
with pulmonary fat embolism, disseminated fat is found in 
the other tissues of the body, included in the capillaries. 
This undoubtedly accounts for the delirium so frequently 
associated with this condition. 

Prophylactic treatment consists in fixation of fractures 
with extension where possible; early and efficient surgical 
interference for fractures; at operation on wounds involving 
fatty tissue it is imperative to secure careful and complete 
hemostasis, particularly the ligation of the nonbleeding proxi- 
mal ends of veins as well as the bleeding distal ends. Active 
treatment is only symptomatic. Small amounts of sodium 
bicarbonate (2 per cent.) are helpful. The administration 
should be regulated by the condition of the right heart. 
Transfusion of blood in small amounts may be useful. 


5. Immediate Treatment of Fractured Femur.—The prin- 
ciple of the method proposed by Chavasse is the application 
of very powerful extention, followed by fixation in the 
extended position. A stretcher and two slings are required. 
It is the rule for each of the four bearers in a squad of 
regimental stretcher bearers to carry a sling. Thus two 
slings are still available for carrying the stretcher (should 
this method of carying be possible or desirable). If there 
are no slings, puttees can be used. Spare slings should 
be available at aid posts. 

The procedure is as follows: Expose and dress the wound. 
Enlarge the adjustable loop of one sling to its maximum by 
shifting the grip plate as far as it will go. Slip the loop 
over the foot on the injured side and pass it up as far as the 
groin. Tie the ankles and knees firmly together (with nar- 
row fold triangular bandages, or other bandages or make- 
shifts). Open the stretcher and place on it a small pillow 
where the knees will be. (A waterproof sheet, doubled from 
side to side and loosely rolled from end to end makes a 
suitable pillow). Place the patient on the stretcher so that 
his heels project an inch or two beyond the edge of the 
canvas, or more if he is a tall man. The heel on the injured 
side should be a little lower than the other if possible. 
Adjust the loop of the other sling so that it is equal in 
length to the distance between the poles of the stretcher 
(1 foot, 7 inches). Slip it over one handle and wind very 
tightly about the feet. That is to say, pass it from one 
handle across the soles of both feet, up across both insteps, 
behind both ankles, down across both insteps, then through 
the loop (to avoid torsion of the feet), and thence across the 
soles of both feet to the opposite pole. Secure by buckling 
the small strap around the opposite handle, making all as 
taut as possible. To avoid the small strap tearing away 
owing to the strain, the small loop to which it is sewn should 
be turned inside out, thus causing the strap to pass actually 
through the small loop. 

Gently raise the stretcher almost into the perpendicular, 
so that the patient is hanging by his feet. Draw the patient 
down head first far as he will come. (If the patient con- 
tinues to have pain he may be left for a few minutes until the 
muscles are tired. He may then be drawn down a little 
farther.) The stretcher may be propped up against some- 
thing. See that the back of the loop is well behind the 
buttock. Adjust the loop so that the grip plate will almost 
lie on the surface of the stretcher when the strain is taken. 
(This position of the grip plate tends to correct the flexion 
abduction and external rotation of the upper fragment.) Put 
a very heavy strain on the groin sling and secure by buckling 
the small strap around the pole handle by the head in such a 
way that it does not rotate and slip. While making fast 
the strong pull must be kept up in order that everything 
shall be taut after making fast. (There is no possibility of 
the groin loop constricting the femoral vessels, as in the rifle 
splint and a badly applied long Liston. For the sling loop 


is so oblique that it does not cross these vessels at all.) 
Level the stretcher. Tie a bandage round pelvis and stretcher. 








VoLumeE 71 
Numper 20 


Lay a rifle, bolt removed, along the outside of the limb to 
steady it. Bandage it in position. The patient is now ready 
for his journey. 


British Medical Journal, London 
Oct. 12, 1918, 2, No. 3015 
% Renal Dropsy. T. C. Allbutt.—p. 395. 
9 Acute Ulcerative Gingivitis. C. G. Colyer.—p. 396. 
10 Amino-Acid Content of Nutrient Media. I. W. Hall.—p. 398. 
11 Analysis of Causes of Breakdown in Flying: Nervous Mechanism 
of Flying Man. N. S. Gilchrist.—p. 401. 
12 Some Aspects of Maxillary Antrum Disease. 
—p. 403. , 
13 Intravenous Saline in Blackwater Fever. A. Patrick.—p. 404. 
14 Two Cases of Artificial Pneumothorax. C. G. R. Goodwin and 
F. C. Coley.—p. 405. 
15 Filariasis among Australian Troops. 


W. B. Brownlie. 


R. Rimer.—p. 405. 


Journal of Tropical Medicine and Hygiene, London 
Oct. 1, 1918, 21, No. 19 


16 Minor Cutaneous Affections Seen in Anglo-Egyptian Sudan. A. 
J. Chalmers and A, Marshall.—p. 197. 


Lancet, London 
Oct. 5, 1918, 2, No. 4962 
17 *Sensory Changes in Diagnosis of Trench Fever. 
—p. 443. 
18 Pathologic Diagnosis in Gunshot Injuries of Peripheral Nerves. 
J. S. B. Stopford.—p. 445. 
19 Macroscopic and Microscopic Methods of Diagnosing Amebic and 
Bacillary Dysentery. J. G. Thomson and L. F. Hirst.—p. 448. 
20 Types of Dysentery Bacilli Isolated. J. G. Thomson and L. F. 
Hirst.—p. 449. 
21 Amebic Dysentery. 
»? 


D. W. C. Jones. 


J. G. Thomson.—p. 451. 


Fractures of Femur: Calliper as Instrument of Extension. P. L. 
W. Williams.—p. 452. 
23 Ether Anesthesia for Face and Jaw Surgery. J. C. Clayton.— 
p. 454. 
24 *Transfusion of Blood in War Surgery: New Modified Direct 
Method. S. R. Harrison.—p. 455. 


25 Abnormal Conditions of Enamel in Cases of Malnutrition. 
Dick.—p. 456. 

26 Angina Pectoris: Changes in Electrocardiogram During Paroxysm. 
G. Bousfield.—p. 457. 


J. L. 


17. Sensory Changes in Trench Fever.—Among the patients 
examined by Jones were about 130 cases of “fever” of various 
kinds, including trench fever, malaria, cerebrospinal menin- 
gitis, scarlet fever, measles, rose measles, mumps, diph- 
theria and surgical septicemia. Of these, trench fever and 
malaria were commonly associated with hyperalgesia of three 
definite groups of segments which do not correspond with 
those belonging to any viscera. In no other fever was any- 
thing of this kind found; cases in which there were clear 
symptoms or physical signs pointing to inflammation of any 
viscus often showed hyperalgesia over the appropriate seg- 
ments, but that was all. The parotitis of mumps, the bron- 
chitis of measles and the nephritis of scarlet fever all 
showed typical areas, and throughout the fevers, in cases of 
severity, the eleventh dorsal area, corresponding to the kidney, 
was often hypersensitive, and when this was so, albumin was 
nearly always to be found in the urine; this is especially true 
of surgical septicemia. The inference is that the kidney 
suffers damage in the process of eliminating bacteria and 
their toxins. But hyperalgesic areas of unexplained origin 
were found only in trench fever and malaria. 

In these fevers the following were found: the eighth 
cervical and first dorsal, the seventh dorsal, and the first, 
second, third, forth and fifth lumbar. This is the full trench 
fever distribution, and is found frequently in its entirety, and 
in nearly every case which is diagnosed as trench fever on 
clinical grounds this distribution is to be found more or less 
complete. 

In this series seventy-three cases of trench fever were 
examined. The segmental areas of hyperalgesia found were 
as follows: 

Upper Group— 
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Eighteen cases of malaria were examined, of which sixteen 
showed precisely similar areas to those found in trench fever. 
In no other fever was this the case. It is suggested, by Jones 
that hyperalgesia of these particular segments is diagnostic of 
a group of diseases consisting of malaria and trench fever, 
and it is remarkable that one of them is mosquito-borne and 
the other louse-borne; that both appear to be protozoal, with 
a definite cycle of development, as shown by the periodicity 
of the febrile attacks induced by them; that both appear to 
lie dormant for considerable periods within the body; and that 
both are associated with enlargement of the spleen. These 
hyperalgesiae are precisely similar to those found in inflam- 
mation of the viscera, but it is difficult to see to what viscera 
they can correspond, though a few possibilities suggest them- 
selves. The eighth cervical and first dorsal areas, perhaps, 
indicate an affection of the thyroid; a case of acute thyroiditis 
examined showed some hyperalgesia of the first dorsal. The 
seventh dorsal area may possibly indicate the spleen, which 
is enlarged in both the diseases concerned, or else the supra- 
renal gland, since there is evidence of increased excitability 
of the sympathetic in trench fever. Also the physiologic 
association between thyroid and suprarenal should be borne in 
mind. 

The cause of hyperalgesia of the lumbar segments is quite 
obscure; it does not appear to be any condition of the small 
intestine, kidney, testis or large intestine, and it is difficult to 
see what remains. In the only two cases of cystitis examined 
some lumbar segments were found involved, in one of them 
the first three, but the absence of symptoms pointing to any 
vesical disturbance makes such a view difficult to accept; at 
present it must be said that the significance of a lumbar 
hyperalgesia in these diseases is unexplained. 

24. Transfusion of Blood in War Surgery.—The indications 
for transfusion of blood in war surgery according to Harrison 
are: (1) anemia, caused by (a) loss of blood, (b) prolonged 
sepsis; (2) retarded healing of wounds, including compound 
fractures. In primary hemorrhage, with suitable conditions 
and suitable blood, it is always beneficial. In secondary 
hemorrhage and sepsis transfusion causes increase in volume 
and constituents of the blood; increase of coagulability of 
blood, which often stops the capillary oozing so frequently 
found in septic cases; increased healing, appetite, and well 
being of patient; lowering of pulse rate and temperature ; loss 
of edema and albuminuria. If the transfusion is not carried 
out with “technique de rigueur,” and an efficient agglutination 
test has not been carried out, certain alarming or even fatal 
results may take place. Immediate: hemolysis, agglutination, 
possibly causing sudden death; cyanosis, with feeble pulse, 
possibly caused by giving too large a volume of blood when 
the heart muscle is degenerated from sepsis. Later: sweating, 
rigors, pyrexia, apparently found more frequently after giving 
citrated blood; hematuria. 


Practitioner, London 
October, 1918, 101, No. 4 
27 *Fractures in Warfare. A. Lane.—p. 181. 
28 Medical Notes. T. Horder—p. 191. To be continued. : 
29 Recent Progresss in Gynecology. F. McCann.—p. 194, 
30 Review of Tropical Diseases. R. T. Hewlett.—p. 200. 
31 Administration of Concentrated Intravenous Injections of Novars 


phenamin (Novarsenobenzol) in Treatment of Syphilis. 5S. E. 
Dore.—p. 209. 

32 *Intravenous Injections of Arsenious and Mercuric Iodids in 
Syphilis and Yaws. R. L. Spittel.—p. 212. 

33 *Technic of Large Intravenous Injections. C. H. Whiteford.— 


p. 216. 
34 Scurvy. H. V. O’Shea.—p. 217. 


35 Breaking of Vicious Circles by Surgery. J. B. Hurry.—p. 225. 


27. See Abstract No. 15, Tue Journat, Feb. 16, 1918, p. 491 
Also published the Lancet, London, Jan. 5, 1918, p. 4. 

32. Iodids in Syphilis and Yaws.—In the past three and a 
half years Spittel has given over 5,000 injections of a modi- 
fication of Donovan's solution in syphilis and yaws. In an 
emergency, a very efficient injection may be made out oi 
ordinary Donovan's solution, diluted with an equal quantity of 
strained sterile water; it is then rendered slightly alkaline by 
adding drops of a 15 per cent. solution of sodium hydroxid 
while testing with litmus paper. The dose of this is from 
7 to 12 c.c. for intravenous administration. Its disadvantage 
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is that it contains too much mercuric iodid, and is apt to 
cause much salivation if not cautiously used. The solution 
Spittel uses as a routine is as follows: mercuric iodid, 50 
grains (3.24 gm.); arsenious iodid, 40 grains (2.59 gm.); 
sodium (or potassium) iodid, 8 drams (28.42 c.c.); distilled 
water, 40 ounces (1,000 c.c.). The dose for an adult is 8 to 
15 c.c., small to begin with and gradually increased according 
to tolerance. Four to six injections at intervals of four days 
to a week constitute a course. Several such courses should 
be given, with intervals of a month or six weeks between 
them. 

The injection is administered with a 20 or 30 c.c. glass 
syringe, into which the required quantity of solution is drawn; 
the syringe is then filled up to its full capacity with sterile 
water. This further dilution is necessary to obviate the slight 
phlebitis that is otherwise apt to ensue rendering future injec- 
tions into the same vein somewhat difficult. The solution is 
introduced into the vein after the usual manner of intravenous 
injections; should any of it escape into the tissues outside 
the vein, pain, tenderness and induration are caused. The 
reaction depends on the dosage employed; it is negligible 
and evanescent if the dose is graded to tolerance. Heart 
and kidney disease are no contraindication to cautious dosage. 

One or more of the following symptoms may be produced 
within a few hours of injection: chill, fever, malaise, head- 
ache, vomiting, pains and a burning sensation in the body. 
Later effects are gingivitis and salivation, coryza, lacrima- 
tion, diarrhea and griping. 

33. Technic of Large Intravenous Injections.—Whiteford 
injects the solution into the vein by means of a Higginson 
enema syringe. The apparatus required includes a Higginson 
syringe, to which is attached 1 foot of stout walled rubber 
tubing, with a lumen of one-eighth inch. At the end of this 
tubing is a metal cannula with a bulbous point. All injunc- 
tions are secured with stout silk, tightly tied. The solution 
is contained in an enamelled iron jug, the mouth of which 
is 5 to 6 inches in diameter. A piece of tape, or stout silk, 
is attached to the syringe, just beyond the bulb, and its ends 
tied to the handle of the jug, in order to prevent the syringe 
from slipping out of the jug. The vein is exposed, the 
syringe, tubing, and cannula are filled with solution by a few 
squeezes of the bulb and the cannula is tied into the vein. 
The force required to make the solution pass through the 
lumen of the actively contracted vein of a shocked patient is 
considerable and is worthy of notice by those who contend 
that in shock the veins are in a state of dilatation. As soon 
as the cannula has been tied into the vein only one pair of 
hands is required to attend to the injection. 


Bulletin de Académie de Médecine, Paris 

10, 1918, 80, No. 36 

36 *Cardiovascular Disturbances in Aviators. D. Berthier.—p. 232. 

37 Streptococcus Responsible for Complications of Influenza. Le 
Mare’hadour and Denier.—p. 233. 

38 Influenza. Antoine and Orticoni.—p. 235. 


Sept. 


36. Cardiovascular Disturbances in Aviators.—Berthier 
found the liver extremely congested in one aviator and also, 
accompanied by organic lesions, in a second. Both the young 
men had been taken with vertigo and had lost consciousness 
on reaching a high altitude. The heart seemed sound on 
superficial examination, but the blood pressure was very low 
and, in the morning, in bed, the pulse was weak and slow. 
He urges the necessity for systematic testing of the blood 
pressure of aviators with the Pachon oscillometer, as this 
records the minimal pressure. Any tendency to liver dis- 
turbance and nervous upset is liable to affect the circulation 
dangerously, when the blood pressure is too low. He is con- 
vinced that the aviator himself, and not the stalling of his 
engine, is often responsible for the fatal accidents. 


Bulletin de la Société Médicale des Hépitaux, Paris 
June 21, 1918, 42, No. 22 
39 *Incontinence of the Pylorus. G. Hayem.—p. 623. 
40 *Acute Mikulicz’ Disease. E. de Massary and Tockmann.—p. 627. 
41 *Progressive Myopathy. C. Achard and L. Binet.—p. 630. 
42 *Acute Nephritis with Gangrene. R. Nufiez.—p. 635. 


43 *Emetin in Bilharziasis, A. Lemierre and P. Lantuéjoul.—p. 640. 
44 Multiple Deformities. .L. Babonneix and H. David.—p. 643. 
Sicard and others.—p. 648. 


45 *Fate of Bone Graft in Skull. 
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46 Pernicious Anemia or Leukemia? Nobécourt and others.—p. 650. 

47 Influence of Age on Frequency of Contagious Diseases among 
the Troops. P. Nobécourt.—p. 655. 

48 *Albumin and Blood in Stools. M. Labbé and G. Canat.—p. 659. 

49 *Early Diagnosis of Tuberculosis. Sakorrafos.—p. 661. 

50 Syphilitic Hyperostosis. Sakorrafos.—p. 662. 

39. Incontinence of the Pylorus.—Hayem refers to an article 
recently summarized in THE JouRNAL, abstract 34, page 1011, 
saying that what the writers call incontinence of the pylorus 
is the same disturbance which he described eleven years ago 
as premature evacuation of the stomach. He said then that 
the resulting diarrhea is the triumph of kefir treatment. It 
may benefit likewise when there is constipation instead of 
diarrhea. Bismuth subnitrate may sometimes prove useful 
in the same way. 

40. Acute Mikulicz’ Disease—The parotitis had a sudden 
onset simulating munips, but it passed into a chronic phase, 
and the lacrimal glands shared in the process. The Wasser- 
mann reaction is strongly positive. 

41. Progressive Muscular Dystrophy.—In the case described 
there was no apparent disturbance in carbohydrate metab- 
olism, no creatin in the urine, and nothing to indicate an 
endocrine origin. The thyroid and the pituitary body seem to 
be normal. 


42. Acute Nephritis with Gangrene.—Seven years after 
pneumonia with albuminuria of 7 gm. to the liter, acute 
nephritis developed in the man of 34, with gangrene of the 
right leg. Several similar cases are on record; in some the 
gangrene affected all the extremities. The patients were all 
comparatively young and they speedily succumbed. The 
gangrene in the majority was of the dry type. 

43. Emetin in Bilharziasis——The emetin was injected by the 
vein, a total of 0.92 gm. in thirteen injections in five weeks. 
No ova were discovered after the eleventh injection, and there 
was no further hematuria or pain after the completion of the 
course during the month the young man was under medical 
supervision. 

45. Fate of Bone Graft in Skull.—Sicard is an advocate of 
utilizing a piece of bone from another skull to close a gap in 
the skull. The graft is cleared of fat, and is sterilized, and 
fitted into the breach where it is fastened with catgut. Nec- 
ropsy ten months after one operation of the kind showed the 
complete tolerance of the tissues, and that the catgut had 
sufficed to fasten it securely in place. Each surface of the 
bone graft had become covered with a dense and extremely 
resistant fibrous membrane, solidly adherent to the adjoining 
tissues. Only the inner surface of the bone graft showed 
slight signs of a tendency to resorption. 


48. Albumin and Blood in the Stools.—Labbé and Canat 
found soluble albumin in the stools in about 16 per cent. of 
113 cases of chronic gastro-intestinal disease, and acetopre- 
cipitable albumin in about 50 per cent. Blood was found in 
5 per cent. Comparison of the findings with the clinical 
course shows that the presence of acetoprecipitable albumin 
in the stools is a sign of moderately severe dyspepsia; 
soluble albumin, of grave dyspepsia. The presence of blood 
in the stools is also a sign of grave gastro-intestinal dis- 
turbance, but not necessarily the same kind of disturbance 
as in the cases with soluble albumin, although they are fre- 
quently associated. The blood comes from some bleeding 
point in the digestive mucosa, but soluble albumin, they 
reiterate, points to ulceration. 


49. Early Diagnosis of Tuberculosis—Sakorrafos warns 
that completely healed lesions in the chest, of tuberculous or 
other origin, may give roentgen findings liable to be mis- 
taken for florid tuberculous lesions. On the other hand, he 
thinks that tuberculosis may be regarded as certain, although 
there may be no signs of pulmonary involvement, when the 
glands in the neck, axilla and inguinal region are hyper- 
trophied and the blood shows pronounced lymphocytosis. It 
may also be regarded as certain in tall, blonde young men 
with tachycardia and low blood pressure, high urea and high 
phosphate content of the urine, the chest long and narrow, 
with poor expansion, and often a tendency to pityriasis versi- 
color. Under the influence of the physical stress of active 
service and unhygienic living, men in this group develop pul- 
monary tuberculosis. Sakorrafos is professor of clinical 
medicine at Athens. 
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Lyon Médical 
September, 1918, 127, No. 9 


51 *Infection of Skin. Favre, R. Mathieu and P. Richard.—p. 385. 
52 Syphilitic Reinfection in a Diabetic. Molle.—p. 428. 


51. Infection of the Skin.—Favre, Mathieu and Richard 
expatiate on the change in the conception of skin diseases 
which has been brought about by the war. It is becoming 
realized more and more that persisting dermatoses are main- 
tained by local infection in many cases which have previously 
been attributed to diatheses, etc. Ill advised treatment may 
also have contributed its share. 


Paris Médical 
Aug. 17, 1918, 8, No. 33 
53 *War Fractures of Forearm. E,. Destot.—p. 133. 
54 Continuous Tachycardia of Emotional Origin. R. Charon and G. 
Halberstadt.—p. 140. 
55 *Local Action of Liver Fat.—E. Savini.—p. 143. 
56 Lip Reading. H. Marichelle.—p. 145. 


57 Locomotor Sequels*of War Wounds. A. Mouchet.—p. 145. 


53. Fractures of the Forearm.—Destot says that surgeons 
are constantly sinning against four great laws that should 
govern every case of fracture of the forearm, namely, that the 
relative length of the two bones must be maintained, as also 
the natural curve of the radius and its excentric position, and 
the hand must be kept in supination to maintain the bones in 
the normal axis. An immediate prosthesis is necessary to 
guide cicatrization and prepare conditions for a secondary 
graft. He reiterates that if surgeons could follow their cases 
of fracture of the forearm to final healing, they would appre- 
ciate better the difficulties of correcting parts healed in a 


vicious attitude, and they would realize what might have been’ 


done to avoid this. Especially in the matter of grafts 
improved technic is desirable. He describes a useful instru- 
ment for cutting grafts, etc. 

55. Liver Tissue in Local Treatment of Wounds.—Savini 
recalls the statements of Schoull and Weiller that wounds 
healed more rapidly when treated with lipoids from the liver. 
This treatment was suggested, he says, by the current obser- 
vation that the spontaneous appearance of jaundice in the 
wounded shortens considerably the healing of the wounds. 
Vigen in 1915 reported excellent effects on the healing of 
burns and torpid wounds of an ointment composed of lard, 
wax, olive oil and beef gall. Savini then applied the prin- 
ciple, using an ether extract of chopped liver tissue, desic- 
cated at 70 C., pulverized and placed in a Soxhlet apparatus 
to extract the lipoids with ether. The lipoids thus derived 
are emulsified at 5 or 10 per cent. in olive oil. To keep it 
aseptic a little ether is added from time to time. Before 
using, it is warmed by setting it in hot water, and 13 well 
shaken. He sprinkles the wound with this about every second 
day, after lavage with saline, and applies a dressing. The 
results have been very encouraging; he reports some typical 
cases. He has found it particularly useful in promoting the 
healing of Thiersch flaps, and of varicose ulcers and sup- 
purating hemorrhoids, of burns from flame and from caustics, 
and also for lavage of the intestines in local treatment of 
colitis, and in ulceration of the uterine cervix. No effect was 
apparent with eczema or syphilitic lesions. The lipoids 
probably act .as general stimulants of the cell functions, 
activating their defensive power and their capacity for regen- 
eration in a remarkable manner. 


Presse Médicale, Paris 
Sept. 23, 1918, 26, No. 53 


58 *Treatment of Acute Arthritis. P. Nolf.—p. 485. 
59 *Lethargic Encephalitis. P. Sainton.—p. 487. 
60 *Secondary Suture. Ehrenpreis.—p. 490. 

61 *Quinin and Malaria. G. Pépin.—p. 492. 


62 Factitious Skin and Venereal Lesions. R. Burnier.—p. 493. 


58. Treatment of Acute Arthritis—Nolf has published 
several reports on the efficacy of parenteral injections of 
peptone in treatment of infectious diseases, alone or with 
other therapeutic measures. He here gives the details of a 
few cases which seem to show the superior efficacy of asso- 
ciation of peptone with the usual sodium salicylate treat- 
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ment in rebellious cases of acute articular rheumatism, and 
also in septicemia from the staphylococcus or hemolytic 
streptococci. He uses 8 or 10 c.c. of a 10 per cent. solution 
of peptone, with or without 0.5 mg. epinephrin. If there 
is reason to anticipate much of a reaction, he dilutes it in 
150 or 200 cc. of isotonic saline solution. The intravenous 
injection is made very slowly, under constant control of the 
pulse, suspending the injection if the pulse runs up above 
35 per quarter minute, and waiting a few moments until the 
pulse calms down. 

59. Lethargic Encephalitis—Sainton analyzes what is 
known to date in regard to lethargic encephalitis. He is 
inclined to regard it as the result of the localization in the 
brain of the prevailing influenza. This is suggested among 
other things by the coincidence of the two epidemics, both 
this year and in 1890, by the purulent rhinopharyngitis of 
both diseases, the similar onset, and the long period of 
weakness afterward. Lethargic encephalitis has less analogy 
with poliomyelitis, especially the difference in the age of the 
patients, the absence of a meningeal reaction, the lesser 
changes in the nerve cells, and finally the complete, integral 
recovery. 

60. Indications and Technic for Secondary Reunion of 
Wounds.—Ehrenpreis gives six illustrations to demonstrate 
the preferable technic. The wound must be clinically sterile, 
flat, and the sutures must be applied without tension, each 
tier of soft parts sutured séparately. 


61. Best Technic for Quinin Administration—Pépin urges 
the importance of watching over the elimination of quinin as 
a gage for its absorption and therapeutic efficacy, and a 
guide for the next dose. Twenty-two persons, sick and well, 
were given an intramuscular injection of 0.8 gm. quinin and 
the proportion eliminated in the urine was determined at 
regular intervals. One healthy person eliminated 21 mg. in 
the second hour urine; 46 mg. the twentieth hour, to a total 
of 216 mg. in forty-eight hours. Corresponding figures in a 
malarial subject were 13 and 54 mg. to a total of 158.6 mg. 
in forty-eight hours and 161.4 mg. in sixty-nine hours. In 
one case, 0.8 mg. were refound in the urine in thirty minutes. 
The quinin could also be recovered from the stools. He 
gives findings also after the quinin had been administered 
by other technic. He does not give his technic for extrac- 
tion of the quinin, as it has been already published in the 
Bulletin des sciences pharmacologiques, January-February, 
1918, 25, 19. 

Progrés Médical, Paris 
Aug. 24, 1918, 33, No. 34 


63 Gastritis as Factor in Dyspepsia. F. Ramond.—p, 289. 

64 *State of Shock. W. B. Cannon.—p. 290. 

65 *Italian Method for Grafting on Old Wounds. R. Bonneau.—p, 291. 
66 Phlebitis from Contusion Alone. Narich.—p. 294. 


Aug. 31, 1918, 33, No. 35 
*Intravenous Injections of Hexamethylenamin. 
Grosdidier.—p. 297. 
*Pathogenesis of Meningitis. J. Lochelongue.—p. 298. 
Spinal Anesthesia. H.-P. Achard.—p. 299. 
“Local Treatment of Anorectal Lesions, A. Bernard.—p. 300. 


67 Loeper and L. 


68 
- 69 
70 


64. Shock.—Cannon is professor of physiology at Harvard, 
and this article is a summary of an address made at a meet- 
ing of the Société médicale franco-américaine at Dijon. 
Among the points he emphasizes is the necessity for warm- 
ing up from the very first a man in shock. If hot water 
bottles are used, one should be placed at the feet and one on 
the abdomen, covered by the hands, one in each axilla, and 
one between the thighs. No operation should be attempted 
until the blood pressure has been raised above the critical 
level; this seems to be 70 mm., or 80 mm. in case of hemor- 
rhage. 

65. Italian Method of Grafting—Bonneau describes the 
technical points for applying this method to grafting opera- 
tions on the legs. 

67. Intravenous Injections of Hexamethylenamin.—A review 
of practically the same article was published, Oct. 19, 1918, 
p. 1350. 

68. Pathogenesis of Meningitis——Lochelongue says that in 
his work as chief of a bacteriologic laboratory he has been 








impressed by the way in which the presence of sugar and of 
albumin promotes proliferation of bacteria in culture 
mediums, and also in the cerebrospinal fluid. Hence he 
suggests that before any operation on the skull and in gen- 
eral infections the spinal fluid should be tested for sugar. 
An overhigh sugar content should be regarded as calling for 
special prophylactic measures. He adds that addition of a 
little sugar to specimens of fluid being sent in for examina- 
tion will be more apt to maintain the vitality of the menin- 
gococci. 

70. Medication of Anorectal Lesions.—The introducteur is 
a blunt tube with holes in the side near the tip. The salve 
placed in it is forced out with @ piston. A rubber ring is 
adjusted on the tube to ensure that it enters the rectum only 
to the exact depth required. The patient can then continue 
the treatment himself. 


Policlinico, Rome 
Sept. 8, 1918, 25, No. 36 


71 *Factors in Pulmonary Tuberculosis. G. Breccia.—p. 845. 
72 *Traction on Amputation Stumps. G.-L. Fiori.—p. 850. 


Sept. 29, 1918, 25, No. 39 


73 *Influenza. T. Pontano.—p. 917; G. Morelli—p. 926; C. M. 
Pavesi.—p. 931; Committee Report.—p. 936. 
74 *Bacillus of Influenzal Septicemia. R. Ciauri.—p. 924, 
June, 1918, 25, Surgical Section No. 6 

75 *Test Azoturia. E. Pirondini.—p. 161. 
76 *Gas Infection of Wounds. V. Calo.—p. 176. Cont’n, 

Aug. 15, 1918, 25, Surgical Section No. 8 
77 *Tuberculosis of the Thyroid. G. Giacinto.—p. 225. 


78 *Functional Kidney Tests in the Young. E. Pirondini.—p. 230. 
79 Abdominal Wounds. G. Egidi.—p. 240. Cont’n. 


71. Cooperating Factors in Tuberculosis.—Breccia reiterates 
that the campaign against tuberculosis requires centraliza- 
tion as a government function. 

72. Traction on Soft Parts of Stump.—When the skin flaps 
had to be cut too short to cover the stump, Fiori has suc- 
ceeded in pulling them down by traction with weights hung 
from a loop formed by two strips of adhesive plaster crossed 
over the stumps and carried high up on the skin. By 
shifting the traction to different points of the plaster loop, 
the skin can be drawn down evenly all around. Healing was 
complete in thirty-five days in a case described in which the 
soft parts had been extensively sacrificed on account of gas 
gangrene. 

73. Influenza.—Pontano discusses the epidemic from the 
clinical and other points of view, remarking that not a corner 
of the country (Italy) seems to have escaped. When several 
members of a household are attacked, the passage of the 
germs through others seems to enhance their virulence. The 
epidemic begins to decline in three or four weeks, and after 
six weeks no new cases develop. All ages are affected, but 
the smallest proportion of cases are among the elderly, and 
the disease is milder in them, suggesting eventual immuniza- 
tion from preceding epidemics. The general mortality from 
the epidemic has been 2 or 3 per cent. The incubation period 
does not seem to be more than one or two days. In Pavesi’s 
experience, the epidemic spread by zones, like a cyclone, but 
he could always trace possible carriers. 


74. The Bipolar Bacillus of Influenzal Septicemia.—Ciauri 
is director of the Stazione sanitaria marittima at Cotrone. 
He here reports the cultivation from the sputum and blood 
of patients with severe influenza of a micro-organism which 
induces septicemia in guinea-pigs. It appears in two forms, 
rods and ovals, but both take the stain strongly at both poles. 
The rods are gram-positive, the ovals gram-negative, but 
the two are always found together in the cultures. This 
bacillus was found only in the graver cases, those which 
seemed to be of a septicemic type. He calls it the bipolar 
diplomorphous hemoseptic bacillus. It does not develop on 
Endo-agar nor in Haffkine bouillon, and in glucosed agar 
it loses its bipolar staining properties, and there is no gas pro- 
duction. On plain agar plates, small low colonies develop in 
twenty-four hours, the outline slightly wavy, with the central 
portion granulated like yellowish sand. On Drigalski agar 
it forms small, polycyclic colonies with uneven surface, like 
a map in relief. [A cable news dispatch gives further details, 
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such as that rats, fowls and rabbits are not susceptible to 
infection with this bacillus, and that up to five days may be 
required for the colonies to develop in culture mediums.] 


75. Urea Test of Kidney Functioning.—Pirondini’s work 
in this line has been previously described (Aug. 28, 1915, 
p. 835). Time seems to have confirmed the value of this 
test. The patient, reclines, and the urine of a half hour is 
collected. Then he drinks 150 or 300 c.c. of water in which 
10 gm. of urea has been dissolved, and after this the urine is 
collected at half hour intervals, the volume, urea content per 
thousand and the absolute content being recorded for each 
specimen. In all his cases the findings strictly paralleled the 
Ambard ureosecretory constant and the results of the phenol- 
sulphonephthalein test. In four of six cases of infiltrating 
bladder tumors, the urea test findings corresponded perfectly 
to the necropsy findings in the kidneys. In two of these fatal 
uremic cases the liver was found extremely pathologic also. 

Catheterization of the ureters is not usually necessary. The 
functional disturbances which this induces are liable to 
obscure the interpretation of the findings. He extols various 
advantages of this test over experimental polyuria and other 
tests, and relates the findings with it after nephrectomy, espe- 
cially in the pregnant. He reiterates that nephrectomized 
women may bear healthy children, even when the nephrectomy 
had been done with a pregnancy already under way. 

76. Gas Infection of War Wounds.—Calo emphasizes that 
venous stasis offers specially favorable conditions for develop- 
ment of gas infection, and cites cases in which this or tetanus 
occurred without a wound, the limb being merely frost- 
bitten. Wounds of blood vessels and “closed” wounds are 
the ones in which gas gangrene develops by preference. When 
the conditions suggest that it is impending, besides ample 
opening up of the wound to let the air penetrate into its 
remotest crevices, preceded by scarification of the venous 
territory in the infected zone, he urges generous venesection 
followed by mummification of the tissues affected with the 
gas infection. The tissue can be “mummified” with the actual 
cautery, a hot iron, or with unslaked lime. The lime absorbs 
powerfully the secretions and draws the water out of the 
tissues, reducing it to a mummified condition not only on the 
surface but down through the entire mass of the infected 
tissues, while it has no action on the sound tissue. It thus 
mummifies selectively; searing with a hot iron, etc., destroys 
the sound along with the infected tissues. The latter are 
evidently softened and the cells separated by the action of 
the anaerobes, so the calcium can penetrate the tissue, while 
it is unable to permeate normally compact tisssues. The 
calcium disinfects also as it works into the tissues. He has 
never had any mishaps with it, not even disagreeable sensa- 
tions in wounds, etc., treated with it. The best quality of 
anhydrous lime on the market is powdered fine and kept in 
sealed packages till ready to use. It is scattered freely over 
the raw surfaces after the surgical toilet, trying to get it 
into every recess of the wound. When the gas infection is 
spreading, amputation must be prompt and quick—plane 


amputation close to the root of the limb, with live lime to the 
stump. 


77. Cure of Tuberculous Goiter—Giacinto reports the case 
of a nun, 42 years old, who for eight months had noticed that 
the right lobe of the thyroid gland was enlarging. Irregular 
neuralgic pains were also felt in the tumor, irradiating 
downward and outward or upward. These pains were vari- 
able, appearing usually in the evening, and were not modified 
by the ordinary sedatives. The temperature rose slightly 
toward evening. The hard tumor was tender, with irregular 
surface, and immovable except for slight movement during 
swallowing. There was slight emotional tachycardia, but no 
signs of exophthalmic goiter. The urine was normal. The 
weight had dropped over 15 pounds in two months. The diag- 
nosis wavered between malignant goiter and woody thyroiditis, 


_ but an exploratory incision showed the capsule much thick- 


ened and bound down to adjacent tissues. A wedge was 


excised, 5 cm. long by 3 cm. wide; the inner end seemed to 
be normal tissue, but a cheesy tubercle was apparent above. 
No tubercle bacilli could be discovered. Treatment was by 


Then two 


daily injection of alternating iodin and arsenic. 
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weeks after the exploratory operation, when the wound was 
covered with granulations, the thyroid was exposed to the 
roentgen rays. Six exposures were made of ten minutes 
each in the course of six weeks. By the fourth exposure 
the pains were less, and the thyroid began to subside. Each 
exposure was followed by malaise and general prostration 
which was thrown off in twenty-four hours. In two months 
the wound was almost. completely healed but the evening 
rise in temperature persisted a while longer. By the fifth 
month the patient had gained 22 pounds in weight, the com- 
plexion was good, there had been no pains for two months 
and the thyroid had returned to normal size and consistency 
except for slight hardness of the upper pole of the right lobe. 
The clinical recovery has persisted unmodified to date. No 
trace of tuberculosis elsewhere had been found at any time 
except a few small hard, movable and indolent glands 
in the right supraclavicular region, which were appar- 
ently not influenced by the treatment. Giacinto has found 
nine operative cases of tuberculous strumitis on record with 
an abscess; two terminated fatally and in one a fistula per- 
sisted. In the nine cases of ligneous tuberculous thyroiditis, 
three of the patients succumbed soon to complications, or to 
thyreopriva cachexia. The operation was done in these nine 
cases on assumption of cancer. The roentgen rays demon- 
strated a curative action also on an extensive tuberculous 
lesion on the tongue in a case reported by Stropeni in 1913. 
Gebele has published a case in which, after resection of part 
of the thyroid, the remainder was treated by roentgen expo- 
sures, and permanent clinical recovery followed. The retro- 
spective diagnosis was tuberculosis. 

78. Tests of Kidney Functioning in the Young.—Pirondini 
reports application of the urea test (described in Abstract 
75), to children over 6 to puberty and to adolescents. The 
findings seem to indicate that the smaller size of the kidney, 
in the young.is compensated for by a higher functional 
capacity, so that the functional performance does not differ 
materially from that in adults. 


Riforma Medica, Naples 
Aug. 24, 1918, 34, No. 34 
80 White Suprarenal Dermographism. R. Massalongo.—p. 666. 
81 Occult Spina Bifida in Adult. L. Coleschi.—p. 668. 
82 *D. Cotugno, 1736-1822. G. Gradenigo.—p. 671. : 
83 Immunization against Snake Venoms. E. Aievoli.—p. 674. 


82. The Anatomist of the Labyrinth—Gradenigo quotes 
from the great Italian work of D. Cotugno, 1761, to show 
that the latter was the pioneer in the anatomy and physiology 
of the internal ear. Time has confirmed the correctness of 
his statements, but Helmholtz published the same thing in 
1862 as the results of his own original research, with no 
reference to Cotugno. Gradenigo suggests that it might be 
to the advantage of other nations, as well as Italy, to begin 
to take an inventory of their scientific patrimony, instead of 
continuing to accept at its face value the frequently recurring 
“Made in Germany” stamp. . 


Rivista Critica di Clinica Medica, Florence 
Aug. 24, 1918, 19, No. 34 
84 Localization of Foreign Bodies by Horizontal 


Roentgen Tube. E. and E. Pittarelli.—p. 397. 
No. 33, p. 385. 


Displacement of 
Commenced in 


Anales de la Facultad de Medicina, Montevideo 
June, 1918, 3, No. 3-4 
85 *Gastro-Intestinal Derangement in Infants. L. 
86 *The Pathology of Labor, S. C. Rossi.—p. 233. 
87 *Cancer with Pregnancy. Bottaro and M. B. de Bengoa.—p. 239. 
88 Experiences with Various Forms of Serotherapy of Anthrax. H. 
J. Rossello.—p. 251. 
89 *Normal Horse Serum in Treatment of Anthrax. 


—p. 258. 
90 Negative Seroreactions in Typhoid. 


Morquio.—p. 161. 


A. B. Langon. 


A. N. Berta.—p. 265. 


85. Gastro-Intestinal Derangement in Young Infants.—In 
this concluding instalment of his long study of this subject, 
Morquio discusses the therapeutic indications after the diet 
has been regulated. He discusses further the treatment of 
malnutrition and of diarrhea from other causes than the food. 
I!c emphasizes in particular that calomel is directly contra- 
indicated in this latter type of diarrhea, and he does not 
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advise its use for digestive disturbances of any kind in 
infants. In fact he declares that purges are given too much 
in treatment of infants..In some exceptional cases diarrhea’ 
may develop at some phase of teething, appear and disappear 
with it, without any: other cause being apparent.- If> the 


' gum is much swollen and the tooth close to the. surface, the 


diarrhea may. justify lancing the gum although he does not 
advise this as a regular thing. He warns that the urine 
should be examined-for evidences.of nephritis whenever we 
encounter a clinical picture in an infant which we are unable 
to explain. Palpation of the kidney may reveal a swollen . 
pelvis. This is particularly liable to be encountered. with 
digestive or influenzal infectious processes, or both combined. 


86. Occupational Diseases.—Rossi discusses the pathology 
of labor as the first lecture of a course on occupational 
diseases. 


87. Cancer of Uterine Cervix in Pregnant Woman.—Bottaro 
and de Bengoa report the cure of the cancer under radium 
and the successful termination of the pregnancy—the case 
apparently demonstrating that the fetus does not suffer from 
radium exposures, at least after the fifth month. The woman 
was at about the seventh month of her sixteenth pregnancy 
(with thirteen living children), and an infiltrating carcinoma, 
starting in the cervical mucosa, had been probably responsible 
for occasional metrorrhagia during the last twelve months. 
There had never been any pains. Six radium exposures 
were given in the course of six weeks, under which the neo- 
plasm decidedly retrogressed. Then a vigorous child was 
extracted by cesarean section, which was followed by pan- 
hysterectomy. Six weeks later the radium exposures were 
rerfewed and supplemented with roentgen exposures. The 
woman has seemed to be in good health during the months 
since. The cicatrix in the vagina is movable, and there is _ 
no pain on pressure anywhere. 

In conclusion they call this the “rochar” method of treating 
cancer of-the cervix during pregnancy. This term is made 
up from the initials of the procedures applied, namely, radium, 
observation, cesarean, hysterectomy, annexectomy and radia- 
tions. They add that’V: Asa of Madrid has reported a similar 
case, confirming that the radium exposures do not damage 
the fetus. Aza’s patient, however, succumbed to heart dis- 
ease in less than three weeks, so their case is the first con- 
clusively successful one of the kind. 


89. Normal Horse Serum in Treatment of Anthrax.— 
Langon reports 13 new cases, which added to Montebruno’s 
4 and 18 he has previously published, bring to 35 the number 
of patients with anthrax given subcutaneous injections of 
normal horse serum. He began with 30 or 40 c.c., to a total 
of from 40 to 100 c.c. and the lesion healed over promptly 
in every case, with no signs of serum sickness. Some of the 
cases were extremely severe ones but there was no mortality. 


Revista de Medicina y Cirugia Practicas, Madrid 
July 21, 1918, 120, No. 1515 

91 *Production of Heat with Thyroid Treatment. 
Aug. 7, 1918, 120, No. 1517 


92 *Physical Exercise and Memory. M. Bafiuelos and Girbau.—p. 129. 
93 Extraction of Projectiles under Radioscopic Control. R. V. 
Zeballos.—p. 134. 


M. Bajiuelos.—p. 65. 


91. Production of Heat During Thyroid Treatment.—The 
rabbits tested showed always a marked increase in. heat 
production under the influence of thyroidin. It was propor- 
tional to the dose. 


92. Influence of Physical Exercise on Memory.—The 
capacity of fixation and ‘retention of auditory, and visual 
impressions seems to become reduced under the influence of 
physical exercise. The tests were made on Spanish students 
and soldiers. 


Siglo Medico, Madrid 


Aug. 17, 1918, 65, No. 3375 

94 *Bladder Stones. Angel Pulido Martin.—p. 661. 

95 *Thyroid Deficiency. J. C. M. Fournier.—p. 665. 

96 *Dynamics of Heart. M. B. Garcia.—p. 669. Cont’n, 
Aug. 24, 1918, 65, No. 3376 


97 Handwriting-and Drawing of the Insane. R. P. Valdes.—p. 685. 
98 Case of Beriberi in Spain. J. G. Castro.—p. 690. 
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94. Bladder Stones.—Martin calls the concretions which 
develop in an inflamed organ secondary calculi, and reports 
ten cases of the kind in children and in adults. The stones 
perpetuate the inflammation. Some of his cases emphasize 
the necessity for refraining from the use of silk in operations 
on the urinary passages, as it is liable to form the nucleus 
for stones. Also the necessity for keeping up the clearing 
out and disinfecting of the bladder until the interior surface 
has entirely healed over. Otherwise salts may be deposited 
on some serap of tissue sloughed off around the high incision. 

95. Congestive Form of Hypothyroidism.—Summarized on 
page 321 of Tae Journat, July 27, 1918, when it appeared 
elsewhere. 

96. The Dynamics. of the Heart.—Garcia discusses the 
effects on the heart activity of stimulation of the vagus 
nerve under different conditions of repletion and isomeric 
contraction. 


Nederlandsch Tijdschrift voor Geneeskunde, Amsterdam 
Jan. 12, 1918, 2, No. 2 


99 *Uric Acid Metabolism in Asthma and Rhinitis. 
W. S. van Leeuwen.—p. 68. 

100 *The Blood Picture in Pneumonia. N. 

101 Scabies in the Netherlands. M. W. Marsman.—p. 80. 

102 The Food Supply. D. van den Bergh.—p. 81. 

103 Mucocele of the Ethmoid. C. J. A. van Iterson.—p. 83. — 

104 Paretic Dementia; Negative Wassermann Reaction. H. Bolten. 
—p. 85. 


99. Treatment of Asthma and Rhinitis—De Kleyn and 
van Leeuwen confirm the statements of others in regard to 
the changes in uric acid metabolism just before, during and 
after an attack of asthma and attacks of vasomotor rhihitis. 
They tabulate the metabolic findings in twelve cases on a 
purin free diet, and during and after a day on which 100 gm. 
each of meat and of kidney or sweetbreads had been ingested. 
In comparison with normal persons, the excretion of uric 
acid in the urine was of the same type as in gout. This 
suggested treatment on the same basis as for gout, reduction 
of the purins in the diet and antigout drugs. The effect was 
remarkable in some of the rhinitis cases, and some benefit was 
apparent in the asthma cases but less pronounced. The sig- 
nificance of the abnormal conditions in respect to elimination 
of uric acid in their cases of asthma and vasomotor rhinitis 
was enhanced by the frequent discovery of metabolic diseases 
in other members of the families, especially gout. They urge 
others to inform them of cases of vasomotor rhinitis, asthma, 
gout and hay-fever in one family, specifying whether the 
diagnosis of gout is based on metabolic research or on the 
gouty big toe. The outlook is encouraging for great relief 
and improvement in vasomotor rhinitis under abstention from 
purins, with calcium chlorid according to indications, and 
possibly other antigout drugs. Acid drinks and dishes should 
be avoided as well as the purins. 


100. The Blood Picture in Pneumonia.—Benstz examined 
the blood every noon before the midday meal in forty-four 
cases of croupous pneumonia. The displacement to the left 
of the Arneth count was most pronounced in the severer 
cases. Examination of the blood therefore usefully supple- 
ments and confirms the findings of clinical examination. 


A. de Kleyn and 


Benstz.—p. 76. 


Hospitalstidende, Copenhagen 
Aug. 28, 1918, @1, No. 35 
105 *Functions of the Cerebellum. S. Ingvar.—p. 1137. 


105. Functions and Topography of the Cerebellum.—Ingvar 
presents an array of arguments, based on original research 
and the findings of others, to sustain the assumption that 
the main function of the cerebellum is to maintain and 
regulate the static and kinetic forces of the body, combating 
by reflex action the attraction of gravity and inertia. The 
remarkable uniformity in the structure of the cerebellum 
through the entire series of vertebrates is thus not so wonder- 
ful as it seems without this explanation. 


Hygiea, Stockholm 
Aug. 15, 1918, 80, No. 15 
106 Case of Bulbopentine Tumor. L. Brahme.—p. 865. 


107 Disease of Urinary Apparatus in Children. G. Lindberg.—p. 890. 
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Ugeskrift for Leger, Copenhagen 
Aug. 22, 1918, 80, No. 34 


108 Typhoid Cholecystitis; Recovery, W. Munck.—p. 1346. 
109 Cat and Dog with Scabies. Frisch.—p. 1348. 
Aug. 29, 1918, 80, No. 35 
110 *Roentgen Treatment of Exophthalmic Goiter. S. Nordentoft.— 
p. 1371. Commenced in No. 34, p. 1331. 


110. Roentgen Treatment of Exophthalmic Goiter.—Norden- 
toft reports fifty cases of exophthalmic goiter given roentgen 
treatment, and discusses the participation of the thymus. The 
roentgen exposure was made for from forty to sixty minutes, 
at one sitting. Two or three exposures generally sufficed, 
with intervals of from four to eight or six weeks. The 
subjective improvement was marked from the first, the rest- 
lessness, tremor and subjective heart disturbances subsiding 
first, the goiter and exophthalmos more gradually; the 
tachycardia last of all. Even in the most favorable cases, 
the patients still display an unstable pulse and tendency to 
tachycardia on slight provocation. In several cases the 
desired effect was realized with a single exposure. This 
method of a few large doses with long intervals may be 
better adapted for certain cases than for others, as time will 
reveal. In any event, it is far more convenient for all con- 
cerned than a larger number of smaller doses. His fifty 
patients were given a total of ninety-nine sittings; in eighty- 
four the thymus was exposed as well as the thyroid, as he 
is convinced that the thymus is a factor in certain cases of 
exophthalmic goiter. He cites a number of cases from the 
literature in which with exophthalmos and tremor, ete., the 
thyroid. was of normal size while the thymus was much 
enlarged, and marked improvement followed thymectomy. 
The thyroid and the thymus under other conditions seem to 
have an antagonistic action, but with exophthalmic goiter 
they seem to work in concert. 

He presents series of data which sustain the assump- 
tion of a “thymus Basedow” and a “thymogenous exoph- 
thalmic goiter.” If the thymus is mainly responsible, then 
removal of the thyroid would have little effect on the disease. 
The thymus is the organ that should be removed in such a 
case. This might entail spontaneous reétrogression of the 
thyroid. These assumptions throw light on the 20 per cent. 
of failures reported in the larger statistics of thyroidectomies. 
He describes several cases of probable thymus origin, one in 
a man of 50 who had been under treatment for exophthalmic 
goiter two years before. The tachycardia, palpitations, slight 
exophthalmos, tremor, and Graefe’s symptom, but no Moebius’ 
symptom, were not accompanied by goiter, but they were so 
severe as to incapacitate him completely. His thyroid and 
thymus were given a single roentgen exposure, and within 
two months apparently complete health was regained and has 
persisted during the five months since. ° 

Such experiences teach the necessity for applying roentgen 
treatment to the thymus as well as to the thyroid, or possibly 
to the ‘thymus alone at the first sitting. Operative removal 
of the thyroid should not be done until after the failure of 
roentgen treatment, which Nordentoft says will be of rare 
occurrence. He queries whether it is not our duty to expose 
the thymus to the roentgen rays. before any operation on the 
thyroid. In S¢lling’s postmortem. examination of eighteen 
exophthalmic goiter cases he found a persisting thymus in 
sixteen. The question also arises whether the cases of exoph- 
thalmic goiter that respond most promptly and favorably to 
roentgen treatment may not be those of thymogenous origin. 
Thymectomy is a day,gerous operation, but the thymus is 
exceptionally sensitive to the roentgen rays. The effect 
begins to be apparent in about twenty-four hours. He reports 
some cases of spasm of the glottis with hypertrophied thymus, 
cured by roentgen exposure of the thymus. In conclusion 
he cites statistics showing 13 per cent. fatal cases of exoph- 
thalmic goiter among 1,300 given medical treatment alone, 
and 25 per cent. in the seventy-five cases at the Frederiks 
Hospital. In contrast to this is the zero mortality in Fischer’s 
ninety-four and his own fifty cases given roentgen treatment. 
The full details of his fifty cases are tabulai-d. More or 
less benefit was realized in all and the improvement has 
persisted to date; only a few have been lost track of. 





